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The purpose of this paper is to review the evolution of family planning
policy and program activity in those countries in which there is now an of-
ficial family planning policy as well as some program activity, and to discuss
the role of family planning programs in promoting declining fertility rates.

The events leading to adoption by governments of family planning policy are
discussed. Primary emphasis is given to reviewing the role of the private

sector in family planning which helped initiate and promote open discussion

of family planning; provided the first, limited family planning services; and
fostered informational exposure of the general population. These activities, 1t
is maintained, helped to de-sensitize populations to the emotional nature of
family planning. Additionally, adoption of family planning policy was influenced
to an important extent by the ability of each country to collect and analyze
population data as well as to recognize the implications of these data for
socio-economic development. Public and private efforts in this regard are
discussed. The development of family planning programs in the context of
institutional developmeﬁts.and;delivery systems is traced. With regard to

these, staged chariges have occurred in relation to program responsibility,
(gradual movement of the program from predominantly private sector responsibility
to predominantly public ,sector responsbility), in service approach (gradual re-
orientation of family planning service from being primarily clinic based
--clinical approach-- to the use of an outreach approach and most recently an
inundation approach), and in service delivery (changes in: types of personnel,
types of contraceptives, and response to changing demands for family planning
services). A discussion of the dynamic response of policy and program to changes
in demand for family planning services (specifically reduced demand) serves as

a point of departure to discuss evaluation of the contribution of family planning
programs to fertility decline. Evaluation in the strict semse faces significant
problems when applied to family planning programs to ascertain their inherent
“success" or their role in general in changes in fertility. However, application
of the concepts of supply and demand to family planning services provides a
qualitative rationale for the importance of both family planning programs and
soclo-economic development in explaining the apparent reductions in fertility
which have occurred. The paper closes with an illustration of the main points
discussed through a series of 7 country case studles.
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SUMMARY AND CONCLUSTONS

The past 30 years have witnessed an increasing interest in population
matters due to the unprecedented increase in the rate of population growth,
especially in developing countries. Increasingly, these countries have
realize& the consequences of rapid population growth for their development
efforts and some of them have adopted measures of fertility control. Evidence
of success in those efforts was slow in coming, but it is now clear that
fertility is beginning to decline. The reasons for the fertility decline are
not yet well established, but some groups attribute the decline to the
effect of family planning programs while others insist that it is the result of
socio-economic development. This paper contends that both sides are correct.
By showing how government family planning policies have been adopted and
programs implemented, it highlights the importance of these actions on the
supply of services. The paper underscores the importance of research, of the
multi-approach to service provision, of private groups and of socio-economic

development in improving the supply of contraception and abortion.

Events Leading to Government Adoption of Family Planning Policies

Official adoption of family planning policies and programs in
developing countries was precuded by a great deal of activity on the part of
private physicians and private groups and by much discussion of the rationale
for government involvement. The activities of private groups demonstrated
that there was a market for family planning and that most of the population
was not opposed to the provision of family planning services. Private groups
which developed the initial service delivery system and gave impetus to

research formed a pressure group to make governments adopt such a policy.
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These groups, ther¢ fore, have besn important in the adoption of policies,
although with some variation of degree from country to country.

The activities of private grouns, however, were not sufficient to
make governments adopt family planning policies, Countries adopted policies
only after clearly realizing that their population growth rate was increasing
and that excessively high rates of grow:h would have negative consequences for
thelr socio-economic development. Adzaitionally, policies could be adopted
only after the opposition, be it relizious ovr political, had been quieted.
Data gathering and research efforts wevre very important: those countriles
which had a long tradition of census--taking and adequate research capabilities
or received aid in analyzing the results of their censuses were the early
adopters of family planning policies. The znalysis of data was particularly
important in encouraging the adoption of family planning policy since it
promoted a recognition of the conmsequences of population growth. To some
extent, this also explains way policy zdoption is somewhat related to
socio-economic development. Census-taking and research usually imply
resources for those activities and therefore may explain why proportionally
more middle-income countries than low income countries have adopted family
planning policies.

Other factors mediated agairst the adoption of family planning
policy in some nations. Certain counfries had to overcome beliefs regarding
the importance of a large population for development, colonization of empty
lands or even a role in world affairs. Others had to contend with
political opposition which branded family planning efforts a conspiracy of
the developed world against the developing countries, and the religious opposition

opposing family planning on moral gounds. More importantly, perhaps, may have

been the belief (fueled in part by the intecpretation of research results)
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that the population problem could be solved by socio—economic development

only. The controversy led to considerable pressures from internal and

foreign sources for and against the adoption of family planning policiles in
most developing countries, and these pressures in their turn have either helped
or deterred policy adoption.

The existence of only thirty-five developing countries with a policy
including fertility decline as an objective is evidence that all the hurdles
have not yet been overcome. Most of the countries with policies to reduce
fertility are 1in Asia (seventeen) where the population problem was first
realized and where opposition, political or religious, was not sO strong. Only
nine countries in the Americas have adopted a policy with demographic objectives,
perhaps because of the role of the Catholic Church. In Africa only eight
countries have adopted a policy with similar objectives, perhaps because the
seriousness of the problem is not as yet evident. One country in Oceania
(Fiji) completes the list of countries with family planning policies to reduce
fertiliey.

Adoption of policies proceeded slowly. By 1960, only four countries
had official policies; by 1964, six more had joined the club; in 1965, five
others did so. During the second half of the 1960s thirteen countries
adopted family planning policies, and so far only seven countries have done
so during the 1970s.

Several factors may be behind the adoption of family planning
policies in the thirty-five countries with policies: the activities of
private groups, research and data-gathering efforts, and the capacity in
some countries to identify their problems and take action linked to the level
of socio-economic development. These elements explain in part the absence of

policies in many other countries, particularly the poorer ones.
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Development of Government Family Planning Propxams

The concept of family planning services and, therefore, the programs
themselves have changed dramtatically since the eaxly programs in developing
countries were initiated. These programs faced a number of constraints.
Programs had to be incorporated into the particular instituticnal setup of the
country, they had to be designed utilizing the known technology of the time,
and they began to operate on the aszsumpiion of excess demand. The experience
of those countries prompted innovation in the field that was useful in both

the countries where these ideas were developed and later on in other countries

just beginning family planning activities.

Institutional Development. Famlly planning activicies in mosi countries have

gone through three basic organizatilonal phases in their development. Initially,
these activities,which were totally in the hands of private groups, generally
did not have demographic objectives and were opervated under loose administrative
arrangements without mich accountability or evaluation.

The second phase, adoption of an official policy by a country, usually
led to the formation of a policy-making body, such as a National Population
Council. Under this body and for program implementation purposes, there was
reliance either on private groups financed by the government or a body in the
government, usually within the Ministry of Health, to provide services. In
some cases there was an effort at integrating family planning services with
health services, but in most cases this did not occur immediately. Integration
of services is the third phase, thereforzs, and usually came only after a
categorical approach had proven less than successful. The initiation of
activities on the part of governments brought some important changes with it

regardless of the organization utilized. 1In the first place the objective



of fertility decline was clearly defined; secondly, the idea of accountability
was clearly established; thirdly, targets were set and evaluation procedures
established; and, finally more efforts were initiated to improve performance.
The first official efforts in family planning were relatively
unsuccessful. Targets set tended to be over-optimistic; the ready,
potential acceptors were already utilizing the services of private groups and
the delivery system in existence was not adequately geared to provide services
to an unmotivated population. Lack of integration between health services and
family planning services was perceived as one of che organizational problems,
and on this basis programs have moved increasingly in the direction of
integration. More importantly, however, governments began efforts to modify

the delivery system.

Delivery Systems. The delivery of family planning services has developed

over time from the single service provided on request at a physician's office
to the highly complex system in use today in the most developed programs.
This improvement in the delivery system has come about from the need to:
(a) motivate people to reduce their fertility, (b) inform them about the
services available, (c) convert them into acceptance of family planning
services and, finally, (d) insure that they become continuing users. Four
basic activities have been identified to do that job, namely, motivation,
information, prescription and follow-up. These four activities are now
characteristic of most family planning programs in developing countries.
Perception of the need toexecute those four activities has changed
over time and has been the fundamental factor in developing different
approaches to the provision of services. Three main approaches to the

provision of family planning services have been adopted: (a) the clinical
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approach is facility based (including mobile units) and utilizes medical and
paramedical personnel to provide information and prescription activities and,
ig some cases, follow-up activities; (b) the outreach approach is clientc-
oriented, usually implying home visiting, initially for motivational and
informational activities, later including follow-up actlvities, and recently
adding the precription activity; (c) the i1nundation approach, utilizing
commercial shops or lay personnel has as a basic activity that of resupply
and is useful for distribution of contraceptives not requiring prescriptiom
or medical intervention. A number of secondary approaches have also been
utilized, but the above three constitute the basis of any modern delivery
system in family planning.

The above developments can be better illustrated on a chronological
basis. In the 1940s and 1950s when private groups initiated the delivery of
family planning services, the only basic activities were the provision of
information and prescription to already well-motivated persoms. Services were
provided by a physician and only traditionmal methods of contraception were
available.

Initiation of government activity brought some changes, although
not immediately. Early government efforts were patterned after those of
private groups. later on, however, lack of enough clients brought about the
need for motivational activity and, still later, the perception of high
drop~out rates made it necessary to begin follow-up activities. By the mid-
1960s the number of countries with an official policy had reached fifteen;
the introduction of the IUD had intensified the need for the clinical approach,
but also indicated the need for follow-up activities and therefore the
acceptance of the outreach approach utilizing paramedical personnel for

follow-up and motivation. More efforts were made at evaluation and research
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was intensified to understand the determinants of fertility and to improve
the delivery systemn.

A few more countries adopted policies in the late 1960s. In the
delivery system the popularization of the IUD and expanded use of the pill
gave more importance to both prescription and follow-up activities which,
while emphasizing the importance of the clinical approach, marked also the
consolidation of the outreach approach. The acceptance of the condom as a
program method also produced the first efforts to provide contraceptives
through personnel other than the physician and therefore the initiation of
the inundation approach.

In the 1970s doubts were raised about the effectiveness of family
planning to reduce fertility because there were no clear signs of fertility
decline in those countries which had provided services for several years.
The idea that socio-economic development by itself could produce better results
was gaining influence and this may have constrained the growth of a number of
countries adopting family planning policies. Supporters of family planning
were not, however, giving up hope. The activities needed to provide
effective services were well established; the approaches to the provision
of services were clearly expanded to include inundation and a few countries
liberalized the laws on abortion and encouraged the acceptance of sterilizatiom.
The increased popularity of the pill and condom, plus side effects produced by
the IUD and the absence of appropriate clinical back-up,contributed to the
IUD's reduced importance. The modern delivery system, as we know it today,
reached maturity and is now widely acceptable by the population in general
and by governments in particular.

During the past several years only a few innovations in delivery

systems were launched, such as the introduction of a new contraceptive--the
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injectable-~and tne increased acceptance of paramedical persomncl €o wiaiezlis
the pill and insert IUDs. On the other hand, the first mzaningful rewards ¢o
the smporters of family planning have been realized. Cowncries with Lamily
plannin; programs are beginning to show Jlmportant reductilons im feredlicey,
poesticularl. those countries utilizing & mulci-approach to the delivery of

services and ~wose whic. have had a policy for sgome time.

Policy and Program Response to Reduced Demand

The development of family programs have also included =2 change on
the part of governments to the problem of reduced demand. The initial fawmily
planning efforts were based on provision of services to clients on 2 purely
voluntary basis., Since the efforts of private groups did not usually have
demographic objectives and were limited, they were frequently confronted with
excess demand. Governments, trying to reduce fertility and to cover a wide
markeg, found that services available were in excess of the demand. To
convince the population of the advantages for the individual and the community
of limiting family size, motivational activities were added to family planning
programs. This effort, however, was not sufficient to produce the desired
reduction in fertility and governments had to adopt other measures.

Four different types of measures have been tried by governments
in the search for improved program results. First, they have utilized
payments (incentives) for the acceptance or practice of contraception and
in a few cases, on an experimental basis, payments for the limitacion in
the number of births. Second, to discourage large families, they have made
legal provisions such as increasing the minimum legal age of marriage, limiting
paid matexrnity leave to only three or four children, charging graduated fees

for in-hospital delivery increasing with the number of children a woman bears,



and limiting the number of exemptions for income tax purposes. Third,
governments began making more efforts to lmprove the socio-economic
environment and therefore create conditions more conducive to the demand

for contraception. Finally, governments have tried to utilize peer pressure
to persuade people to practice family planning. 1In at least two cases,

some coercion has been utilized, but in one of them this appears to

have contributed to the fall of the government.

The development of family planning programs has been associated
with a great deal of frustration, but this frustration has led tomore :
research, with positive results. Only after research helped to promote '
and tesF new delivery systems, has ass;stance been provided to secure accep~
tance and proper adaptation of new ideas in the field. Research has also,
to some extent, helped these interests in family planning recognize that
the market for family planning, as any other market, depends on both supply and
demand. In this sense, research has been instrumental i®n expanding the scope
of family planning policy to convert it to population policy, including both family
planning services to improve supply and legal and soclo-economic measures

to affect demand.

At least in the research into the delivery system, private groups
have played a very important role. They have taken the risk of advancing
new ideas, trying them on an experimental basis, discarding them if they
were not workable and propagating them when they are effective. Not known
for their research capacity, the private family planning groups have acted
primarily as demonstrating agents, sometimes developing trial projects and
taking the risk of failure. The role of private groups in this work has
protected governments against taking that risk themselves and will likely

continue to be important in the future.



Family Planning Programs and Fertility Declime

Government family planning programs have been subjected to more
evaluation efforts than any other social program. These efforts have not,
however, provided satisfactory answers to the basic question, namely, what
is the contribution of programs to the decline of fertility now evident im
many countries. Several problems of evaluation are responsible for this
state of affairs and a possible solution is now wichin sight.

The importance of evaluation of family planuing programs originated
with supporters of such programs who wanted to demonstrate to skeptical
governments how effective these programs could be. Soon, the problem of the
availability of reliable data became evident. Most developing countries
did not have good systems of vital registration and many had not even taken
a census. This obviously made difficult the measurement of fertility and
the realization of changes in this variable. The situation has improved
somewhat in this respect, but still is not fully satisfactory. The early
efforts at gauging changes in fertility from program service statistics also
met with difficulty, because in their efforts to show success some family
planning workers did not report data accurately, making this information
invalid.

A second problem, even when reliable data were available and fercility
changes could be measured, was that of identifying the reasons for the decline.
Several factors such as change in age structure, changes in age of marriage
and the prevalence of sterllity, among others, may affect the birth rate
independently of the practice of contraception or abortion. Although some
efforts have been made to solve this problem, it is now clear that in countries
having large fertility reductions the practice of contraception is usually
the most important factor. Considerable research still needs to be done to

identify properly the role of each factor in the decline.
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The above problems have been complicated, oddly enough, by research
efforts into the determinants of fertility. This research has tended to
attribute changes in fertility to socio-economic development independent of
program efforts. lately, however, it has been recognized that socio-economic
factors are the prime determinahts of the demand for contraception and
abortion, while program efforts are the basic determinants of the supply of
services. As in any other market, supply and demand_jointly and simultaneously
determine the market for contraception and abortion. This statement of fact
is not to deny that socio-economic development, through its effect on other
variables such as the age of marriage, may affect fertility or that program
efforts may include measures to increase the demand for family planning
services. What it says 1s that most of the large declines'in fertility have
been brought about through the practice of family planning afd that in this
respect both socio-economic factors and program efforts play an equally
important role.

More importéntly, there 1s at present enough evidence to
demonstrate theat there has been a significant reduction in fertility during
the last twenty years. Among the sixty-three low and middle income countries
with populations of five million or more in 1976 considered in this paper, and
containing about 95percent of the population of the developing world, fifty-one
showed a reduction in the birthrate between 1960 and 1977. Twenty-seven of
those with a birthrate reduction between 1960 and 1977 showed a reduction
of 10 percent or more. Only one of these twenty-seven countries was without
a family planning policy (the Democratic Republic of Korea). Among countries
with a policy, large reductions in birthrate (10 percent or more) were
more common among countries whose policies had a specific objective to reduce
fertility than among countries with a policy without a specific objective to reduce
fertility., It is only fair to say that,among the sixty~three countries

considered, the proportion of countries with specific policies including
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demographic objectives increases with the level of per capita income, perhaps
begause velatively rich counedes have o beteer capacity to develop effective
programg. The most succegsful counetgles are in gemeral countries where the
policy was adopted relatively early and therefore have had some time to develod
their programs. They are countries with a multl-gpproach to the delivery of ser-
vices, utilizing a wide variety of comtracoptive methods and utilizing a

variety of govermmental and private agencies to deliver those services.

It can be concluded therefore, that both z poditive socio-economic
environment and a well-developed family plamming program have been instrumental
in the gsuccess of countries in reducing cheir fertility. These factors
are likely to continue to play & role im Lereility reduction, egpecially
in view of the fact that it is poorexr couvatries which have not yet adopted
policies oex, if they have, the pro rwwiiir efforts have not been very stromg.
Indeed, somz of the very low imncome coumtries have achieved success when they
have had strong familly pianmimg programg, making the situatlion hopeful for

other countries.



FAMILY PLANNING PROGRAMS: AN EVALUATION OF EXPERIENCE

I. INTRODUCTION

The past 30 years have been accompanied by an increasing interest
in population matters around the world because of the unprecedented increase
in the rate of growth of population. Increasingly, developing countries
have come to realize that continuation of the high rate of growth will make
their development efforts more difficult. Subsequent to this realizatiom,
several governments have adopted policles and have implemented programs
of fertility control. Until recently, the results of those measures did not
show positive results on a scale wide enough to assure thé world that adoption
or intensification of those measures could reduce the rate of growth of popu-
lation. More recent data, however, have demonstrated a perceptible decline
in birth rates in a large number of developing nations. While this has produced
renewed optimism for efforts to reduce fertiltiy, there 1is still some doubt
about the reasons for the fertility declines. On one hand, the supporters
of family planning programs claim full credit for the decline; on the other
hand, some researchers argue that it is the improvement of socio-economic
conditions that has brought reductions in fertility. It is the contention
of this paper that both sides are correct: bearing in mind that supply |
and demand act simultaneously and with equal weight to determine the market,
soclo~economic conditions have increased the demand for contraception and
government programs have increased the supply of services. This paper
attempts to show how official population programs have influenced the supply
of and, in some cases, the demand for contraception. This is accomplished

by reviewing the events leading to the adoption by govermment of



policies and programs in family planning, the deve. opment of family
planning programs and the evidence suggesting that programs along with
soclo-economic development contribute ¢o 2 lower fertility. A concluding

section reviews the implications for futurxe program development.

II. EVENTS LEADING TO GOVERNMENT ADOPTION OF FAMILY PLANNING POLICIES

0fficial adoption of family planning policies and programs in
developing countries was preceded, in most cases, by a great deal of
activity on the part of private physicians and private groups and by a
great deal of discussion on the rationale for governmenf involvement.
Initial interest in the provision of family planning services was expressed
in some countries as early as the 1920£J(ecgaolndia)v but service provi-
sion was mainly in the hands of private physicians who provided services
on request from theilr own offices to highly motivated persomns for a
regular fee. The provision of this service, however, was beneficial
only to a few persons who were sophisticated enough to take advantage of
such services and affluent enough to pay for them.

Soon groups of physicilans and women social workers,; helped in
some cases by sociologists, economists and demographers, began to realize that
many people would be interested in the services if they were offered on a
more open basis and at low cost. This constituted the recognition of a
demand and set the stage for an increased supply. Private groups opened

clinics to provide information and services in family planning. These

services, which utilized a clinical approach, were usually concentrated in

|1/ For more details see Annex 1.



large urban ceniars, and were cifered on a purely voluntary basis.
Physicians were the providers of services; and, in the first efforts,
contracep..ve mechods were very ilimited because the modern method - pill,
IUD and injectable ~ were not yet developed and the most effective methods
of the time - sterilization and the condem - were not yet generally accept-
able to socievy,

The privite sector was instrumental in the eventual adoption by
governments of family planning policies and programs. Several reasons
account for thils. Fivst, private efforts, mcre often than not, demonstrated
that there was a large demand for services among the population. Given
the limited capacity of private groups to provide services, they were, usually,
confronted by sccess demand. Second, private groups demonstrated that the
populaction in general was nct opposed to the provision of family planning
services and that, in fact, the population accepted easily the existence of
family planning clinics and encouraged the opening of addtional ones. Third,
private groups developed the initial delivery system that would become the
backbone of most present official programs. The clinical approach utilizing
physicians to provide services has been utilized by most family planning
private groups, and with important modifications, is ug}lized today in most
government family planning programs. Tunitial program activities did not
include other approaches because, given the excess demand for services, the
clinical approach was quite sufficient at the time. Fourth, private groups
became the driving force behind research efforts,and although those groups
have not been known for their research capability, they have stimulated other

institutions to initiate research precjects by providing ideas, identifying



crucial areas and in a few cases providing financial support. After
government adoption of a program, these private groups have continued their
influence on research by introducing new ideas in the field, testing them
and providing governments with the results so that those new ideas can be
integrated in larger scale programs. Fifth, private groups, through their
success, have been able tomfluence governments into at least considering
the adoption of a family pldnning program in their respective countries.
The success of private actiﬁ&ty in terms of acceptors, research, and
acceptance was certainly basic to the decision by governments to pnlay a

significant role in the provision of services.

Countries' decision to adopt family plaﬁning programs came usually
after a great deal of debate on the need for the proviéion of services,
considerable political and religious opposition and some degree of pressure
from both local and foreign groups. The most important problem has been
that of identifying the need for services. Private groups had seen the
need for services as a means to protect the health of mothers and children
and as a way to facilitate éxercising the basic human right of people to
decide on the number and timing of their children.

For governments, the initial rationale was the.rapid growth of
the population and the possible implications of this for economic develop-
ment. Based on this, governments did not consider the possibility of a
family planning policy for their countries until they became aware of the -
accelerating rate of population growth. This first stage only took place
when censuses or demographid surveys could demonstrate clearly that the

rate of growth in the country in question was accelerating. For some



countries in South and Southeast Asia, this was not too difficult because
they had a well established tradition of census taking. By contrast for
countries in Africa, South of the Sahara, the lack of demogr: ic data has
proven to be one of the main obstacles in convincing governments of the
existence of the problem.

Awareness of increases in the rate of population growth has faci-
litated but not insured the adoption of a government policy. The next step in
policy and program development has centered on the debate whether rapid
population growth will affect the development process and whether development
in itself will not finally bring down the rate of grewth without
a government family planning program. On the first of these two questions,
agreement 1s already widespread that rapid growth in population does generally
affect, negatively, the prospects for economic development. But this agreement
was not reached easily; a larger population was seen in several countries as
a larger market that would permit the development of local industry and
therefore stimulate economic development; a larger population was seen also as
a means to colonize empty lands in countries with relative low population
density. These views as well as other views claiming thata large population
means more international power, even if 1t deters development, have now been
quieted.

On the second question, the debate still continues. Up to the late
1960's, it was believed in many sectors that widespread provision of family
planning services would immediately bring out a large number of acceptors
and users and reduce fertility quickly. The’fact that this did not happen in

countries which had adopted programs early; the beginning of an emphasis on



the study os the determinants of fertilitysand the reduction im fertility in
some developing ccunsries before programs were officizlly adopted, (e.5. Rapub-
1ic of China) began to cast doubt om whether family planning programs did
have a role to play. Emphasis was then shifted to socilo~economic development
as the main engine of fertililty decline. This conviction reached its peak in
the Bucharest Population Conference in 1974. Although much credemce is still
given to this belief, a more balanced view is now beginning to emn=rge as
economists begin to use econcmic tools to analyze the market for family planning.
They are beginning to see that, in this market as in any other, 3supplyv and
demand jointly determine the market. Socio-econcmic development, in a basic
sense, determines the demand functiows family planning programs, as initially
conceived, determine the supply function. The most important question now
appears to be whether demand for family plamnning has to wait for orderly
socio-economic development to take place or whather the basic bzhavior of the
population, which affects the immediate variables influencing fertility, cam be
changed in the absence of move rapid development than is now possible. That
this later position is being accepted is evident from some governments' policies
to expand the content of family plamnning programs to include mzasures specifi-
cally designed to change people’s attitudes towards fertility aﬁé therefore
affect the demand function.

Other constraints were ideological and came from both political and

religlous groups. Political groups avgued that family planning was an Ilmposition

from industrialized countries which did not¢ want the developing world to develop

and compete for scarce resouv’ices. The population problem according to this thinkin



would be automatically solved only after social change occurred. Religious
groups opposed family planning on moral grounds. Political opposition has
been somewhat 2ssened by family planning efforts in socialist countries such
as in the People's Republic o0f China; and although it has slowed efforts to
adopt a policy in some countries, it has not stopped them completely. The
religious opposition has certainly slowed the efforts in some countries and
stopped them completely in other countries.

The above constraints to the development of a family planning
policy are evident in the different positions taken by different countries.
Although many countries, covering a majority of the population of the world,
ﬁave adopted policies including specific demographic objectives, some countries
have only gone as far as adopting policies and providing services with the
objective of protecting mothers’' and childrens' health or only to allow people
to exercise thelr basic human rights, but without specific demographic objectives.
In some cases, governments have provided services without officially adopting
a policy.

Governments have also been subjected to internal and external
influence in favor of adopting a family planning program. The internal
influence came from family planning associations and academics in the fields
of economics, sociology and demography. They applied their influence through
research and teaching. Influence from external sources was sometimes more
overt and also more controversial than those exerted by internal groups.
External groups usually exercised their influence through research in the country
and through their contacts with senior government officials. During these contacts

evidence demonstrating the need for providing services was presented and help of-



fered to get thoses countries on the way to establish family planning programs.
The development of government policies around the world has been
assistad by interaational lcnors via research studies, encouragement, techni-
'
cal assiscsince and flnancial assistance. The international donors can be
classified in Lhree distinct groups, namely: the voluntary private groups, the
bilateral agencies and the multilateral agencles. Among the voluntary groups
the mest dmportaat are: {a) the International Planned Parenthood Federation
(iP2F), rounded in 1952 as a fedevation of Famlly Planning Associations which
wavre the outgrowth of sowe of the private groups in each country; (b) the
Population Council, which also began activities in 1952 and has helped research,
training and in general the expansion of programs; (c) the Ford Foundation,
which in 1952 bezan supporting research and training in population; and
(d) the Rockefeller Foundation, which Has financed research, training and
experimental prégrams S%ﬂﬁe early in this century.
Among the bi%ﬁteral agencies, the mogt important in terms of

financial support have been the United States Agency for International Develop-

meat (USAID), the Swedish Internatiomal Development Authority (SIDA), and the

il

Norwegian Agency for Iaternational Development. The Governments of Canada,
Germany, Japan and the United Kingdom have also contributed substantially to

the development of population programs.
¥ 7
The most important multilateral agencies in the field of population

r

are the United Nations Fund for Population Activities (UNFPA) and the World
D L 3d

Bank. Both of these agencies began activities in population in 1968. In

addition, other multilateral agencies such as UNDP, UNESCO, FAO, WHO and

t

UNICEF have contributed greatly to the population field by providing technical



and other types of assistance.

Table 1 presents a summary of the countries that have adopted
family planning policies including specific demographic obje ves, showing when
activities by private organized groups began, when government supported
activity began, when policy was adopted and when implementation of that policy
was started. In eleven of the thirty-five countries in the Table, there
was some family planning activity by or before 1950. By 1960, twenty-three of
these countries had family planning activity, and in at least twelve of those
countries there was formal government activity,even if only in four of them
(Pakistan and Bangladesh were only one country at the timg) was there an
official policy. Before 1965, only ten countries adopted an official policy.
0f these ten countries seven were in Asia, two in North Africa and one in
Oceania, During 1965, five more countries (three in Asia, one in Africa, and
one in America) adopted official policies. From 1965 to 1970, the number of
policy adoptors grew by thirteen, of which five were in the Americas, four in
Asia and four in Africa. Only seven more countries have adopted official
policies since 1971, and of these, three are in America, three in Asia and one
in Africa. In total,therefore, Asia is leading the way with seventeen
countries, America follows with nine countries, Africg has eight and Oceania
has one. In terms of coverage, Asia is well ahead ~ it not only hasa higher
proportion of its countries with official policies, but those countries are
also the largest in the continent. Llatin America and the Caribbean follow
with a mix of small and large countries. African countries with pelicies, on
the other hand, constitute only a small proportion of the African countries

and also cover only a small proportion of the African population.



Tablo 1
FAMILY PLANNING ACTIVITY, OFFICIAL POLICY AND OFFICIAL PROGRAM BY YEAR OF ACTEON FOR 35 COUNTRILS
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Adoption of a family planning policy with demographic objectives
has not necessarily implied activity in the field on the part of a govern-
ment and the la of such a policy has not deterred some governments from
providing services. As shown above in Table 1, some countries such as Ghana
and Senegal in Africa have adopted policies with demographic objectives, but
have not taken effective action to implement those policies. Furthermore,
some countries that have adopted policies have taken some time before cleg;ly
egtablishing a program to provide services; Nepal and Morocco fall into
this category. Other countries such as Singapore, Republic of China and Hong Kong
began encouraging the provision of family planning services long before they
had an open policy. Costa Rica and Chile, which have not adopted policies
with demographic objectives, have provided services for a long time and have
been very successful in reducing their fertility. Pakistan, on the other
hand, was one of the first countries to adopt a policy and to provide services,
but real success has not been achieved., In most cases, however, the
adoption of a policy has led to provision of services within one or two
years, and the results of those services have begun to be apparent within
another ten years. The cases of the Republic of Korea, Indofiesia, Philippines and
Colombia are the best examples of this. The failure to adopt a policy, on the other
hand, has generally implied the lack of service provision and the consequent
lack of positive results. This situation is evident in most countries of

Africa and a large part of Latin America.
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Suswary

Adoption of family planning policies by developing countries only
began aftexr the Second World Waxr and has proceeded slowly. Usually the
adoption of policies has been preceded by family plamning acctivity im the
privacte sector, be it by individual physiciazng ox by privacc groups. Thesc
activities of the private sector have comtributed to the adoption of policies
by demomstrating the existence of a need for services, the acceptability of
those sexrvices by the populations,and the feasibility of a delivery system.
Through research and example, they have also put pressure om governmznts Lo
a cleaxr statement of policy. This, in many cases, however, has not been
enough for governments to take am open stand in faver of faéily plaaning.
Avareness of a high rate of population growth, awarencss of the counsequences
of continuing that high rate for some time and relaxation of cthc opposition
to family planning by political and religious groups appear to be lmportant
clepents in moving countries toward the adoption of a policy. The adoption
has not implied sexrvice provision in some countries; in others, the lack of
a policy has not been a constralnt for service provision; im most, however,
policy gemerally implies service aund no policy implies lack of services.
Adoption of 8 policy, therefore, appears to be, in gencral, a pre-requisite

for service provision and for the achievemszut of a councry's demographic goals.
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III. DEVELOPMENT OF GOVERNMENT FAMILY PLANNING PROGRAMS

The concept of family planning services and, therefore, the
programs themselves have changed dramatically since the first programs in
developing countries were initiated. The first programs were faced with a
number of comgraints including lack of experience, Programs had to be
incorporated into the particular institutional set~up of the country, had
to be designed utilizing the known methodology of the time, and began oper-
ation on the assumption of excess demand, The experlence of those pioneer
countries was difficult, but it resulted in a number of innovations in
the field. These innovations produced better programs in the countries
where they were devised and also formed the basis for better initial pro-
gram development in countries beginning family planning activities later.
The evolution of programs over time has probably made the difference in

the context of program results.

Institutional Development

Family planning activities in most countries were initiated by
private physicians or private groups of concerned citizens. Generally, these
private groups operated in a very loose way with few constraints on their
activities, without much accountability and without much concern for
performance in terms of demographic objectives. The objectives of private
groups have been to provide needed services to the communities within certain
legal boundaries and with limited budgets. Whether fertility declines were
achieved or to what extent they were achieved have not been the province of

private groups., Services were provided wherever a market was thought to exist.



If after a time tpe demand did not materialize, services could be closed
or moved without problem,

The initiation of family planning programs on the part of
governments brought about éome organizational changes. In some cases,
governments began by supporting the private groups on the basis that those
groups had the experience in service provision and, until the governments
could organize their own services, it was better not to disturb the delivery
system In effect. Governmental support for private groups brought with it
a demand for more accountability on the part of the private groups, the
establishment of specific targets to be reached, the expansion of activities
to wider areas of the country, and stricter evaluation procedures. To
complement this arrangement, some countries also established some form of a
National Population Council for policy making and for coordination of the
activities of the different private groups providing family planning services.
This was essentially the pattern in countries like Mauritius, Barbados,
Pakistan and Colombia.

A different pattern was followed by countries such as India,
Egypt, Tunisia and Mexico where responsibility for service provision was
given to the Ministry of Health almost immediately after policy adoption. This
brought about even more government control over use of funds, coverage of the
program, target setting and evaluation. Again in most countries there was
a semil-autonomous institution such as a National Population Council to
formulate policy and coordinate the efforts of the Ministry of Health with
those of other institutions within and outside government. In some cases

the takeover by the government was not total; information and training



_15.-

activities were sometimes left in the hands of the private groups because they
had more experience, and the Ministries of Health did not want to deal with
information -:mpaigns 1in which they did not really believe.

Assumption of family planning services by the Ministries of Health
did not usually imply integration of services until the late 19608 and
early 1970s. In some cases, the Ministries of Health provided family planning
services as an Independent service within a separate division of the Ministry,
but without much coordination with other health services. This situation
occurred either because the health branch of the Ministry was too busy with
health activities or not interested in those services, or simply because the
program was not considered sufficiently important to receive high priority.
Although using health facilities, this system generally implied additional
personnel or additional payments to regular health staff for family planning
services rendered. .

Regardless of the institutional arrangements made, initial govern-
ment efforts in family planning were not successful in reaching the targets
set for those programs because: (a) the targets had been set on the basis
of the limited experience of private groups and were therefore overly
ambitious; (b) the most ready acceptors were already practicing contraception
utilizing the services of private groups; (c) potential new acceptors resided
far away from large urban centers and were more difficult to reach; (d) the
integrated public health services and family planning services, needed by
many of the potential acceptors, did not really exist; and (e) the Ministries
of Health in charge of the services are in most developing countries we;k

institutions, not high in the priority list of government, and are medically
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rather than managerially or economically oriented. As a comsequcace of the
above, the efficiency of govermment gervices was not very high.

Becoming increasingly aware of somz of these problevs, govern-=
ments pursued a greater integration of family pleanming sexvices with health
services generally and more specifically with matcrmal and child health
services. The administracion of family planning services is now coming under
the umbrella of the Maternal and Child Health (MCH) division of the Mimistry
of Health in most countries and family plemming services are comsidered an
integral parxt of MCH activity. Along with these changes, there has been a
move toward establishing moxe realistic taxgets for the programs, increasing
the emphasis of the motivational activity in service provision and identify-
ing the target population more clearly. These chenges, plus the luportant
progress made in service delivery, appear to have accounted for the improved
results of programs.

Table 2 gives an idea of the institutional development in the
countries that have adopted family plamning policies including demographic
objectives. It shows first the agency in charge of policy making and
coordination and then the agency or agencies in charge of implem=nting the
program. In most countxies both of these functions are undexr the Ministry
of Healch (MOH). 1In most countries, also, private groups participate in
service provision.

Also important has been the inclusion of other government ministries
in the provision of services. Ministries of Education have been integrated
in the program to provide populatiom educatlon through formal and informal

systems to individuals in end out of school. Also Mimistries of Defense have
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QOVIRISENT FAYILY PLANNING ORCANIZATION BY TIME PERISD FOR 35 GOUNTRIES
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been utilized for informational asctivi-ic: vu secvicwren and thelr families;
Ministries of Information have haca rhaorged nitn cotl motivational and
informational activities; and other ministries, such as labor and rural
development, have been utilized to provide help for the activitizs of the
Ministry of Heaith in general and of femily plaming in particulsr. This
multi-approach to the programs may also account foxr part of the favorable

regsults of some programs.

Delivery Systems

The delivery of family planning services has developed over time
from the simple sexrvicesprovided on request at a physician’s office (charac-
teristic of countries without official programs z2nd of those countries
ploneering family planning) to the highly complex system in use today in the
most developed programs. Gradual evolution has included changes in the
approaches utilized; changes in the activities to be executed, changes in
the personnel executing those activities, and changes in the contraceptives
available or utilized. This evolution and the increase in knowledge it
hag brought have becen motivated by low proegram performsnce. The conse-
quence of adopting the mew knowledge iny country programs has usually meant
better performanee. Once fardly planning policies have been adopted, countries
have at the same time tended to adopt current ewpertise in the delivery of
services. It is useful to review the development of that expertise in a
chronological way rather than in a functional ox geographic way.

In most social environments, the population is divided among
five groups with regard to family plauning. The persons in onc of these

groups are completely unconcermed about family planning and do not have any



reazson or motivation to control fertility. This group of persons 1is 1likely
to be uninformed about the availability of services and 18 obviously not
practicing family planning. Persons in another group are motivated to
practice, but unaware of the services available and are therefore not
practicing family planning. Persons in-the third group have already acquired
the necessary information, besides being motivated, but have not taken the
step of initiating practice of family planning. The fourth group is made of
persons who have accepted a method of contraception, but weaknesses in

their motivation or in the supply system place those persons at a high risk
of stopping practice or have already stopped them. Finally, the fifth group
people are active users of family planning. With some variations and subject
tc changes in local circumstances, the above pattern is found in most develo~
ping countries today.

A comprehensive population program with the objective of reducing
fertility must include all the necessary activities to move a large
proportion of the population exposed to the risk of pregnancy toward the
fifth group. There are four distinct activities that can be carried
out to achleve that objective and which move persons successively from
the first to the fifth group. These are motivational activities, informa-
tioral activities, prescription activities (including first provision) and
follow-up (including resupply) activities. Those countries which are
seriously concerned about their population problems have comprehensive
programs including the four activities.

The perception of the need to execute these four activities has

changed over time and has been a dynamic factor in developing different



approaches to the provision of services. Three main approaches to the
provision of family planning services have been developed on this basis,
namely, the clinical approach, the outreach approzch and the inundation
approach. The clinical approach is facility based (imcluding mobile umits),
and utilizes medical and paramedical persomnel providing informatiocn and
prescription activities and sometimes follow-up activities. The outrxeach
approach is client oriented, usually implying home visiting . Initially the
only activities of this approach were motivation and informetiocm; later om,

it encompassed follow=up and,begining in the eaxly 70s, it included prescrip-
tion of pill and inmsertion of IUD. The inundation approach, usually utilizing
day personnel or commercial shops has as basic activity that of resupply

and 1is useful only with contraceptives not requiring prescriptionm OF SUEBATY.
A number of secondary approaches also exist. This classification of approaches
is not as clear cut as one would like it to be, but comstitutes a rational
division of the numerous ways that have been devised to provide services.

The development of the three basic approaches has been determined
to a large extent by the availability of different methods of fercvility
control and legal limitations in respect to thelr prescription, provision and
use. Development of new methods of fertility control, improved safety of
these methods and improved training, and supervision of workers to prescribe
and distribute some of those methods have made possible the arrival of the
inundation approach, and therefore the provision of contraceptives on a mass
basis.

In the 1940s and 1950z when the first efforts at providing family

planning sexvices began, most of the clients were highly motivated persoms
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who requested the services completely voluntarily and required only informa-
tional and prescription activities. The high degree of motivation of those
clients made it unnecessary to provide either motivational or follow-up
activities. The approach utilized at that stage was clinical; services were
provided by a physician in his own office or in a family planning clinic
belonging to a private group. Contraceptive methods were very primitive
compared to the ones existing today: pill, IUD and injectables had not been
developed sufficiently for commercial use, the condom and sterilization were
perceived as not acceptable to the population, and abortion was illegal as
it still is in most countries, The efforts were, however, very successful
in meeting their objective - the provision of a service. More often than
not, the demand met or exceeded the supply of services.

Initiation of family plamning activities by governments did not
immediately bring a change in the above pattern. It was only after some time
that governments, having established nationwide programs, realized that there
was not sufficient demand for the services and that motivational activities
were of the utmost importance if the services available were to be utilized
and the program targets achieved. The idea of changing people's attitudes
toward family planning focussed on the use of mags media and field workers
to convince people of the advantages of low fertility for both the individual
and the society. Also, the realization that clients accepted the practice
of family planning, but did not remain long as users pointed out the need
for follow-up activities to keep the clients motivated and resupply them when
necessary. The clinical approach, without many changes, continued at that

time to be the basic approach to the delivery of-services, especially in
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countries which (i.e. India) began to provide sterilization services, vhere

the clinfical approach is wmost importent. -~ = . for the popularization in
India of sterilization, no new ccwi n3in’ 2 w2thods were lntrcduced through
the 1950s. 1In the early 1960s, the IUD began to be used in Prlu 7:iawm

and Hong Kong. Physiclans continued ¢o be the nrimary providers of services,
but now with the help of less well-trained 73> to do somz motlvatiomal

and follow-up work, and the addicion of scversl forms of mags wadia for motlva-
tional purposes.

The mid-19260s were characterized by many changes in the delivery
of family plamning sexrvices. The nuzber of countrles heving adopted family
planning policies doubled. Secondly, there was an intensification in the use
of the clinical approach with the o Jd:izlf<c7'r.. of the IUD and initial
utilization of the pill. Thirdly, the outreach -.i i ciech began to be accepted
for the provision of motivation and Follow-up activiciler Fourthly, the
utilization of paramedical personnel for fece~to-face mctivation and follow-up
activities became acceptable, making it =ocziiv’+ to extend service while
saving the time of medical doctors for purely ciinlcal sctivities. Finally,
governments became more conscious of the need fovr evaluation and the
identification of the weaknesses in the delilvery system that msde difficulc
the achievement of targets. This awarcness gave importance to evaluation
efforts and increased the numbexr of experiwental, efforts with the idea of
finding ways to improve the delivery system.

The number of coumntries adopting fam'ly plamaing policies almost
doubled agaim by the late 1960s. At the sgane ¢imz, renewed efforts were made

in the fields of evaluatlon znd research to ldentify the causes of fertilicy
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decline in some countries and the causes of program failure in others. The
delivery system also changed markedly during these years. The prescription
activity increased in importance because of the large scale introduction of
the oral contraceptive. Regulations in most countries established that this
new method could be prescribed only by physicians after appropriate medical
examination. The increased importance of the IUD and the introduction of the
oral contraceptive also made follow-up activities even more important than
before. This was especially true if the programs were to avoid the problem of
the acceptance-drop-out-and-reacceptance cycle which would absorb a large
part of service provision resources. While emphasizing the importance of the
clinical approach, the above changes also brought the consolidation of the
outreach approach with efforts aimed at increasing motivation, the dissemina-
tion of information and referral of clients to the clinic, and the first
attempts to deliver contraceptives through personnel other than physicians.
The increasing acceptance of the condom at this time made it possible for
family planning workers to deliver supplies door-to-door and for shops to
dispense them.

By 1970 there were serious doubts about the prospects for reducing
fertility decline through the provision of family planning services alone.
Changes in fertility were not yet observable in most of the countries that
had provided services officially for several years. The idea that socio-
economic development by itself was the reason for fertility levels was taking
shape and this idea continued growing during the early 1970s to reach its
peak at the World Population Conference in Bucharest. The defenders of family

planning were not, however, giving up hope. Although there were not many
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new additions to the club of countiriles with oifirci:l family plomning policies,
there was a high level of activity in the imyinnuizs: of gervice provision.

The activities needed to provide effective services were well
established. The approaches to thc provision of services were expanded o
include inundation, based on increaging zccinicuci of the condom and on libera-
lization in the prescription vequiremznts £or the pill., Cowntries like Indig,
Sri Lanke and Jamaica made well orgonized ecfforts to commercialize the sale
of condomg. A few countries liberalized the grounds for sbortion and began
programs to encourage more widespread sanizniz.ci of sterilizagion. A few
countries established telephone answering servieces to provide information om
family plenning and the mails begenm to be utilized for the resupply of
contraceptives. The great popularicy of the pilll and the coadom, along with
the many side effects of the IUD and the need for clinlcal back-up for this
method, began to reduce the IUD's relative acceptance as the primcipal program
method. The modexn delivery system as we lmow it today had reached maturitcy
and was widely acceptable by the population in general and by governments in
particular.

The last few yeaxrs have secen few dramatlc chenges in the delivery
system but have provided the first meaningful rewards to the defenders of
family planning programs. In terms of the delivery system, the inundation
approach of making contraceptives available through all possible chamnels is
now accepted for both orals and condoms. A new contraceptive, the injectable,
is now in use in a number of cowtries and several countries are utilizimg
paraw:zdical pesscanel ragher thoaw ploi:liii to imsert the IUD. FProw tho

point of view of results, the evideance now available points to a reduction im
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fertility in a large number of developing countries, with particularly impor-
tant reductions in those countries where multiapproach family planning programs
have been in action for several years. That the programs have made a
contribution to fertility decline will be the subject of Section III of this
paper.

The development of approaches to the delivery of services by
country is illustrated in Table 3. The popularity of each contraceptive is
{l1lustrated in Table 4 which shows for each country with a family planning
policy, including demographic objectives, the two most popular contraceptives

during each period of time.

Policy and Program Responses to Reduced Demand

Private efforts at providing family planning services before govern-
ments adopt an official policy are usually insufficient to cover the demand
for those services. Governments, on the other hand, find that once their
services are provided nationwide, it is difficult to obtain enough clients
to use those services. The excess demand confronted by private groups has
often been a convincing reason for the establishment of government efforts,
but to the disappointment of government that ready excess demand has Been
covered with little effort. When the first official family planning efforts
were established, the excess demand which was evident before the initiation
of government activity led to the setting of large targets. Failure to reach
these targets led to criticism of government efforts. In comparism govern-

ments adopting policies more recently have been cautious in setting targets



TABLE 3

APPROACHES TO FAMILY PLANNIGNG BY TIME PERIOD FOR 35 COUNTRIES o

L 1950%0 1960°c 3 1970%¢
Bagly ™ML Lace Eagly Mid Late Eogly  Mid  Late
India C M 4] 1
China (People’s Republic) Co
Singapore c o)
Pakigtan co o X
Bangladegh Co
Republic of Korea C 0 I
Egypt C X
Fij4 C
Iran co CcH
Malayoia C c4,1,0 0
Tunigia C 0)4
Barbadog o]
Meauritiug C 0
Nepal C o1 o)
Sri Lanka C,C,0 T
Turkey C.CH 01
Kenya Cc,CM hd
Jamaica c 0X
Dominican Republic C 0
Trinidad-Tobago C
Indonegia C (0] X
Morocco C
Republic of China C 0 I
Ghana C 0 T
Botswana C,C4,0
Colombia CI 01
Philippines Ccoz%
Puerto Rico c CcMo
Thailand C,CM,0 I
Mexico co
Hong Kong co
El Salvador C,CM,1 0
Senegal c
Guatemala c
Vietnam
Sources: gee individual country gumanry cheets in Annex 1T

a/ where any letter sppeare twlce for a country, thio indicates re-inctatement of
the approach after a period of diminfighed emphagis of that approach in the

government program,

Clinical Approach
Mobile Clinics
Qutreach Approach
Inundation Approach

HOQO
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TABLE 4

FIRST AND SECOND MOST ACCEPTED METHODS OF CONTRACEPTION BY TIME PERIOD FOR 35 COUNTRIES

India

China (People's Republic)

Singapore
Pakistan
Bangladesh

Rapublic of Korea
Egypt

Fiji

Iran

Malaysia

Tunisia
Barbados
Mauritius
Nepal

Sri Lanka

Turkey

Kenya

Jamaica

Dominican Republic
Trinidad-Tobago

Indonesia
Morocco

Republic of China
Ghana

Botswana

Colombia
Philippines
Puerto Rico
Thailand
Mexico

Hong Kong
El Salvador
Senegal
Guatemala
Vietnam

1960's 1970's
Early Mid Late Early Mid
sS/T 1UD/S S/TIUD S/IUD S/1UD
0/1UD 0/Ab 0/s O/Ab
IUD/S TUD/S IUD/S TUD/S 0/TUD
1UD/S IUD/S IUD/S TIUD/0 0/1IUD
IUD/- IUD/S IUD/O0 IUD/0 TUD/O
0/1IUD 0/TUD 0/TUD-IUD/0 0/TUD
0/1UD 0o/TUD 0/1UD
0/TUD 0/s 0/s 0/s
1UD/- TUD/0 1UD/0 IUD/0+0/1IUD
0o/ TUD 0/TUD 0/1IUD 0/TUD
o/- o/- o/- o/-
IUD/0 0/8 0/s o/s
1UD/S TUD/0 0/1UD
IUD 1UD/0 IUD/0
1UD/0 0/1IUD 0/IUD
TUD/0 0/T1UD 0/1UD 0/1UD
o/TUD 0/IUD 0/1IUD
0/1UD
IUD/0 0/TUD 0/1IUD
IUD/0 0/1UD 0/1UD
1UD/0 IUD/0 1UD/O
IUD/O 0/1UD 0/IUD
0/IUD 0/IUD
IUD/0 IUD/O0 1UD/O 1UD/0
o/1UD 0/1UD 0/0~IUD/S
0/IUD 0/s
TUD/S 0/IUD 0/s
0/IUD 1UD/0
IUD/- IUD/- 0/1IUD 0/s
1UD/0 0/TIUD 0/1IUD
IUD/0 1UD/0 0/TUD 0/1UD

Source: see individual country summary sheets in Annex II

T Traditional
0 Orals

JUD Intrauterine device

Ab Abortion

S Sterilization

- Indicates that no other single contraceptive method constitutes
more than 10% of total contraceptive use
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and therefore more successful in achieving them.

The efforts of private groups have usually been concentrated where
the demand for services 1is large - generally im urbam centers. Fallure by
private clinics to reach their objectives may cause the closing or moving
of the clinic to a more sultable environment. The govermment, cn the other
hand, 1s expected to make services available evem im places where the demand
is small. This is of course an inefficient way to operaste. To golve the
problem and help achieve desired demographic objectives, governments have
adopted several measures. The first and most importamt ome(as mentioned
earlier) was the effort to develop a better delivery system by giving
importance to motivation activity. Other measures included the imtroduction
of new contraceptives in the program as they became avallable, utilization of
an incrxeasing variety of personnel to provide services and mass media for
motivation and information, and expansion of the approaches to include cliniecal,
outreach and inundation as many government programs are doing at present.

| Acceptance of family plamning was initially allowed to operate on
a8 purely voluntary basis. Services were provided only on request with no
effort to convince anybody to practice contraception or reduce theilr fertilicy.
The introduction of the motivational activity as part of programs moved those
programs a shade away from pure voluntarism. By trying to convince potential
clients of the benefits of low fertility for themselves and for society in
genexal, the idea of pure voluntarism was being abandoned. WNo objection could
be raised to the use of motivation simply because demand for any service,
product or even ideology depends on some type of motivatiomal effort.

Motivational activities have not, therefore, been comsidered in amny way cozrcive.
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Program improvements, including motivational efforts, have not been
sufficient to increase the practice of contraception and reduce fertility to
the level and within the time framework desired by many governments. Conse-
quently, four types of other measures have been adopted moving government
policies from the initial limited scope of family planning policies to more
comprehensive population policies.

The first of those measures is the provision of incentives. Incentives
types are numerous. Short-run payments for acceptance or practice of contraception
these have been in the form of small amounts of money or inexpensive gadgets
sometimes openly referred to as payments and at other times as compensation
for costs incurred while receiving services. Compensation for work time lost
has been an incentive utilized in India. Long-run incentives have also been
utilized, but only on an experimental basis up to now. These long run incen-
tives are more in the form of prizes for achieving low fertility. Educational
certificates in the Republic of China and savings accounts in Tea Estates in India,
both examples of long-run incentives, were credited to women during their
childbearing years but redeemable only at the end of them and varying in value
according to the number of children delivered.

The second type of measures consist of legal provisions to discourage
large families. Examples of this type of regulation are: (a) the increase
in the legal minimum age of marriage adopted in many countries,as for example in
the ‘Republic of Korea; (b) limitation of legal paid maternity leave for women workers
to three deliveries as in Singapore and Ghana; (c) limitations in tax exemptions
to only three or four children as in Korea and the Philippines; and (d)

graduated fees for hospital delivery of children, increasing with each child
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a woman be:*aA{ These are only a few examples of many diverse lewg enacted
to help control fertility. The principal probiem with these laws is that at
present they may not reach the people with higher fertiiity (usunlly the poor).
This derives from the fact that these people at risk of high fertilicy (usually
the poor) are still outside the realm of snrriage (i.e. as in Latin America),
do not deliver in hospitals, and/or given their low income are not subject to
targation.

The third type of measures may in the long run be more cffective
and produce benefits beyond those of reducing fertility. This type of measures
is encompassed within the framework of socio-ecconomic developmeni. As a large
number of research studies have shown that there is a significant correlatiom
between fertility and socio-economic factors, as measured by, inter alia,
levels of education, health care, urbanization and employment of women
governments are beginning to make an effort to improve the conditlons of the poor
in the hope that improvement will bring about fertility decline. This effort,
no doubt, will bring an increase in the demand for family planning services,
while at the same time help to improve the living conditions of t¢he poor.

The fourth type of measures is based on the assumption that pressure
of some kind will bring changed behavior zmong the population., Group pressure
has been utilized in the Republic of Korea with Mother's Clubs, in Indonesia with

village community participation and folkloric representations that shame

1/ More detailed discussion of this and more examples can be found in
Annex 1 that presents case studies for ssven countries and Amnex 2
which presents a summary Table for each of the thirty-five countries
with family planning policies including demographic objectivas.
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people with many children, and in the People's Republic of China, where the
number and timing for a couple's children are practically determined by

the community. Although a step away from pure voluntarism, community pressure
i3 not usually considered bad in itself on the basis that a large number of
human actions are, after all, discharged because it is so determined by the
groups people belong to. Pressure, however, may lead to coercion. In India,
for example, it was alleged that men were being forced to have vasectomies.
Also in India, legislation was written but not signed by the President, stating
that men with more than three children who did not get a vasectomy could not
hold government jobs. Nonetheless, coercion is believed to have contributed
to the fall of the Government of Mrs. Gandhi.

As noted earlier, these types of measures have moved fertility
control from the sole purview of the Ministries of Health and the realm of
family planning into a more multisectoral concern and into the realm of
population planning. The above méasures are relatively recent and have not
been enacted on a sufficiently widespread basis to have had a meaningful
role in the recent decline in fertility. Even if they had some influence, it
has not been evaluated. The types of measures adopted, however, offer a
glimpse of what governments may be ready to do in the future if ordinary

efforts to reduce fertility do not meet with success.
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SumRary

This section hat -eviewed the development of family planning efforts
in the developing world. It showed the movement of family planning from the
private sector, through the governmont organizations providing fawilly planniag
services within or outs..'e cane Ministry of Health, to todey's widely accepted
view that family planning is an integral part of maternal and chi’d health
services, and therefore the integration of family planninmg into these services.

The section has also viewed iuwprovements in the delivery of services
beginning with the pure clinical approach providing only information and
prescription of a few rudimentary contraceptives to the complex systems In
use today with clinical, outreach and inundation approaches, providing motiva-
tion, information, prescription and follow-up activities and utilizing a wide
variety of very effeetive contraceptives such as the pill and sterilization, and
with a freer environment for abortion.

The changes in governments’ attitudes toward the problem and the
consequent measures those governments are willing to take to achieve thelx
objectives, have also been 1llustrated. The day of absolute voluntarism has
disappeared from countries that take the problem seriously and has been replaced
with step-by-step multisectoral measures which approach coercion in some
countries. In the meantime, the tewm "family planning policy” has been replaced
by the more encompassing term ''population policy™” but this has had only slight
practical effect in changing the scope of family planning programs. The obvious
question in light of the above changes is whether family planning has produced
any resgults in terms of fergility decline or whether the cfforts nave been

wasted. This is therefore the subject of the following section.



- 33 -

v. FAMILY PLANNING PROGRAMS AND FERTILITY DECLINE

Government family planning programs have been subjected to more
evaluation efforts than any other social program. Evaluation efforts,
however, have not provided satisfactory answers to the basic question,
namely, what is the contribution of programs to the decline of fertility
now evident in many countries. Within the framework of evaluation, the main
issue stems from those who attribute the reductions in fertility to family
planning programs as opposed to those who attribute the same reductions to
changes in the number of variables usually referred to collec-
tively as socio-economic development. There are several reasons why
gsolutions to this problem have not yet been found. These reasons, as well

as a possible solution to the puzzle, are discussed in this section.
X

The Problems of Evaluation

Vo

The importance of evaluation of family planning programs originated
with defenders of these programs who wanted to demonstrate to skeptical
governments how effective such programs could be. This was part of the
original belief that there was a very large demand for family planning
services just waiting for services to be supplied on a mass scale. This
belief, as noted before, originated in the relative large demand found by
private groups and was confirmed by the high incidence of abortion or by
answers given by women to knowledge, attitude and practice (KAP) surveys.
The expected rapid acceptance of services and consequent fertility decline

did not materialize, however, and whatever effects the programs had on
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fertility were difficult to measure and =7 ::b. .7 €9 the prograes duc to
geveral problemns.

The first problem encountered in the cvalusiion wes the wevallabilicy
of relisble data. In most developing ccuntrizo, £ shown chrough de -7 7ihic
date collected by the United Nationéc data on viral gtatisties weze mot availlabla
or wexe so unreliable that observed changes couid mot be :-nigiic with come
fidence. By the 1960s many countries had not cven tzken & pesiuileticy census
making estimates of population often iwpo:i:i™” .. Data problews made ¢
impoagsible to meagure directly changes in ferel.lty. Awsrencos of ch2 problem
and of the need foxr betcer data brought coverse’ effuris te luprove dscographic
statistics. The census program of the Unilted Netiond, orograms to {rprove vigal
registration systems in several countries, the .o...2erizatlon of sarple sguxveys
and the developmeznt of techniques of esgtimation bheosed on Incomplete datsn are

examples of these efforts. The vesults of these cfforts, however, ¢1d not

materialize for several years. Estimates cf birth rates have improved greatly

ny

ctzving of

in many developing countries, but this ic a swall gtep in the ¢
data needed for precise analysis. Age—soecific fercilicty rates, a :ioxe useful
measure of fertility, are still difficuli. to chiaia for many countries, and

when they are available, they are usually outdzated.The Lack of data to estimate
changes in fertility gave rise to the use of family planning program service
statistics to evaluate the programs. The efforis o achieve targets, however,

produced, in some countries, falsification of detz, walsing questiorns

about the reliability of these data also.

o

1/ See the various United Nations Demographic Yesrbook for an idez about
the problems with demographic data.
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A second problem in evaluation, even when data are available and
fertility changes can be measured,is that of identifying the reasons for these
changes. Changes in the birth rate can be caused by changes in the age and sex
structure of the population, changes in the marriage rate, lactation practices,
the prevalance of sterility, intrauterine mortality, the frequency of inter-~
course, and by changes in the practice of contraception and induced abortion.
Very few studies have been done to explain the influence of each of these factors
upon changes in fertility. Some efforts have identified for a few countries
the effects of changing age and sex distribution and of marriage rates on changes
in the birth rate, but not much morél{ The evaluations of family planning
programs have estimated numbers of births averted as a consequence of contracep-
tive practice, but these efforts, as noted earlier, may have been vitiated by
defective data and assumptions and are, therefore, not fully convincing.

The above problems have been complicated, oddly enough, by the resea?ch
efforts covered under the umbrella of "determinants of fertility“z{ These
research efforts have conceﬁtrated on finding the correlation between indicators
of socio-economic development and indicators of fertility levels and changes.
Unfortunately, this research has not considered the intermediate variables

that are affected by socio-economic factors, and in turn affect fertility. Not

much importance has been given, for example, to the relationship between

1/ See Mauldin, W. Parker and Bernard Berelson. 'Conditions of Fertility
Decline in Developing Countries'. in Studies in Family Planning, vol. 9
No. 5. May 1978, The Population Council, New York, p. 98.

2/ 1Ibidem. This work contains a good list of studies on the determinants
of fertility.



those soclo—-economic variables and the ege of wavviage or the proportions
ma%riedo Not mech attention has besg given o “i.udlise out how thoge socio=
economic variables affect ilntravterine cortality a2d how at the sowz time they
may affect fertility. In ovder wordso the reoearch on the determinmants of
fertillty has concentrated on gocilo-geonowic varisbleg,while avoiding the study
of intermediate determinants and not golag much beyond establishing that there
are consistent correlations betweem soclo-ecconsaic indexes and fortilicy Indexes.

With few exceptions, researc:s into the determinants of fertility has
not included consideration of the aveilabillicy of family planning services.
This 1s surprising comsidering that much rescarch has been undertaken by
economists who, in studying the market for sther goods and sexvices, would
likely look into both supply and dewmswd funmctiono. The approach utilized in
the case of fertility could be defended on Che besis that the contributilon of
socio-economic factors i0 made not just through comtracepiion and abortion
but also through other variables. Oa the other hand, it appears evident that
large reductions im fertility necessitate the practice of either comcraception
or abortiom.

The most important problem Is therefore that of attribution of fertility
reductions to different causes. On oae exivems; the defenders of family
planning programs are quick to attribute any slight decline im fertility ¢o
programmatic efforts. On the other side, the determinants-of-fertility group
tries to explain changes in fertility by changes in education, in health, in
status of women, in urbanization, etc. 3uazbiy , both groups are at least
partially right. All that has to be done is to find out what part of the
decline iIn fertility is due to the : .sciicz cf comtracepticn or induced
abortion. It can then be explained that socio-economic conditilons determine

the demand for contraception and indivced zbortion and that family planning
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programs determine the supply of those services. Equality between supply and
demand simultaneously determines the market and both supply and demand are
equally responsible for the amount of contraceptive practice. The question of
whether it is socio-economic development or program efforts that determine
the level of contraceptive practice is simply not answerable.

Two points related to this problem need clarification. The first
one is that socio-economic factors may affect fertility without affecting the
demand for contraception. This can be done through effects on the age of |
marriage and the proportions married, through effects on lactation practices,
the prevalence of sterility, and through effects on intrauterine mortality and
the frequency of intercourse. It is not clear, however, how these variables
work. If socio-economic development brings about an increase in the age of
marriage or a decrease in the proportions married, this effect may be compensated
by an increase ig intercourse outside marriage. Socio—-economic development
appears to bring about decreases in intrauterine mortality which would temnd
to increase fertility through increasing the survival of children from concep~
tion to birth and tend to decrease fertility when tﬂé occurrence of one birth
delayed the time of a new pregnancy. The decrease in lactation and in
sterility brought about by socio-economic development will tend to increase
fert1lity. The effects of socio-economic variables on the frequency of
intercourse are not clear, but if there are any, they would tend to reduce
fertility by a small amount. This analysis would imply that the effects of
saclo-economic development on fertility through variables other than contra-
ception and abortion are minimal.

The second point to be clarified is that family planning programs
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in recent years have iacluded efforts gesred mot < -7 Go providiag scrvieces,
but also to imcrease the depnd. Thorolero, cotrvatienal -7 "an0 ggo of
primary importance in most of today’s Famdiy pl. .70 1 o.izui.r. The goverme

2ents of countries providing family ploamming services arc algo waking, as

part of their programs, efforgs to alter ghc seclo-cconorie cnviroaseat. im

the hope that this will imflveance the demamd fox .. ., 11 2757

The problems mentionzd cam ba surarised fa problozs o0f ovallabllity

4 «

and reliability of data, provlems of <70 ... .~ "y ef o Wl oo and

a

problems of intexpretcation. The first @ " "on do fa the proeccss of gelugicas

more and more assistance is teing provided for ¢he corlection of rellgble 1.,

and although a lot more help is requized, Che gool Is within resch. The

=3

134G

second problem - definition - needs sowe wore wenecren of the Dwl N3

VLR R e

(]

type to determine clearly ho. the dircet doter’meanis of forgdlicy do iam fact
affect fertilicy. The third ~roblem ig complerantary to the secoad; wore
research is needed;but methodology has to be ravicad Co be able ¢o identify
the intermediate variables and the ways im whilech the reuote variavles imnflucmce
intermediate variables and these in tuxn 3:°-~. fertillty. Diffcrent forms
of data may be necessary aand in turn rmay require ‘mputs from dicciplines
other than economics. The fourth problem fortunsiely does mot existy econo—
mists solved it a long time ago. What ic reeded Is less cnmity Detween the
different groups working on population, and more wnderstandiag o the fact
that the contribution of ome group without the contributicn of the other will
not produce the desired results.

Having clarified the problem of atiributicn, there remsins & need to

review the evidence that shows that there has been an important Teduction im
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fertility and that this reduction has been particularly significant 1in
countries with high marks for both socio-economic development and program
efforts; less significant for countries falling one of those tests; and that

there 13 no difference for countries failing both tests.

The Decline in Fertility in Developing Countries

The developing world, taken as a whole, experienced a consistent
inceease in the rate of growth of population up to the late 1960s; there was
a stabilization at around 2.4 per cent per year during the next quinquenium and,
in the mid 1970s, the rate of growth dropped by about one-tenth of a percentage
point to 2,3 per cent, This decline does not appear dramatic at first sight.

The change of trend, however, is of tremendous importance in the history of
population, For the first time in modern times the rate of growth is declining
rather than increasing.

The continuocus increase in the rate of growth had taken place because
of a continuous decline in mortality without a corresponding decline in
fertility, Fertility in developing countries remained comstant or even increased
somewhat up to about 1960, Since then, fertility has been slightly decreasing
up- to the present. Mortality during the 1960s declined faster than fertility
and consequently contributed to the increase in the growth rate even when
fertility also declined. During the 1970s, however, because of the acceleration
in fertility decline and the slowing down in mortality decline, the rate of
growth has finally begun to decline. For our purposes, therefore, the
turning point came in the 1980s when fertility in the developing world began to
decline,

Table 5 summarizes data on per capita income, reductions #n crude

birthrates, government position on family planning, social setting, and
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nBiddle ;nu-. Countyiesp
(Cout'd)

Custemsls

Kores, Repudlic of
Domipnican Republic
Peru

Tunisia

Syrisn Arab Republic
Malaysia

Algeria

Turkey

Mexico

Chile

China, Republic of
South Africs
Brazil

Iraq

Argentins
irao

Bong Kong
Venezuela

Capitsl Surplus Otl Exporters
Ssudl Arabils

Centrally Plamned Economie
China, People’s Republic

Korea, Democratic Republic of
Cuba

Soutces: World Bank dsts,

Bortman, Dorothy, L. and Ellen Rofstatter,

Mauldin, ¥. Parker and Beruard Berelson "Conditions of Fertility Decline in Developing Countries, 1965-75" {n Studies &n r-lly Planning,

Vol. 9 Mo, 5 (May 1978). The Population Council, New York,

1/ All countries o each cstegory have a population of 3 willien or wore in 1977,

GHP Par Capits
(U.8. Dolilars)
1977

790
820

840

910
930
1110
1110
1120

1160
1170

1360
1550

1730
2160
2590
2660

6040

390
670
9”0

Percent Decline (-)
in Crude Birth Rate

1960-1977

-14,6%
-48,8*
~26.0%
~17.0%
-31.9*

-2.1
=25.6%
-5.9
-30,2¢
-15,6%

-40.5
-47.5%
0.0
-10.0%
-2.0

«12.5%
-14,9%
-45.7*
-21.7*

-38,9%
-19.5*
~40,6%

Population and Family Planning Programs.

TABLE 3 (Comt'd) .

Government Position,,
ou Pamily Plamaing =

Position Year
A 1975
A 1961
A 1968
B 1976
A 1964
A 1966
B 1971
A 1965
A 1974
B 1966
A 1968
B 1966
B 1974
3 1972
A 1967
A 1973
| ] 1968
C -

1962
B 1960

Ninth Edition.

Social Setting
Claseification

u>pro

> roEd> >PEudP> POPEUGD>

>»>ro

Progortion of Harried Vemes
of Raproduetive Age Usicg
Coutraception (Age 135-44)

1970

32

W~

. Sl‘l

1977

The Populeti on Ceuncil, NWew York, 1978.

eapital surplus oil exporters; and centrally planned economiss with s per capits income less cthan $1000 except European Countries.

Categories include: lov and middle income countries axcept Europesan countries;

v l}é Bortmso snd Bofstatter, in which A means officisl program to reduce the population growth rate; and 3 wesns official support of family plaming
activities for other than daographic ressons.

2/ Adspted from Mauléin and Berelecn so that there will be

a/ 1976

» 1978
*

Commtriee with s reductisn in birthrete of 10 per ceat or mere.

-l!

1es in each classification as follows: C-low; B-madium; A-high.

Bumber of Poiots that 1977
Birth date is Omder 50

28
n

- 19 -
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proportion of married women of reproductive age using contraception for
sixty-three countries. The countries in Table 5 are generally classified
as the developiny countries, and the countries listed are limited to those
with a population of five million or more. Fotnote 1 of Table 5 identifies
all criteria applied for selecting the sixty-three countries included in the
table. It is of interest to note that the countries listed in Table 5 have
among themselves approximately 95 percent of the population of the developing
world or about 67 percent of the total world population.

Table 5 contains a great deal of information, some of which has been
put in a somewhat more compact form in Table 6. Table 6 shows that there are
family planning policies in forty-five of sixty-three countries. In twenty-six
of these a specific objective of the policy is fertility decline. 1In another
nineteen countries, fertility reduction 1s not a specific objective of the policy.
Eighteen of the sixty-three countries have no policy at all.

Table 6 shows that there is an association between the presence
(having a policy or not) and content (having a demographic objective or not)
of a family planning policy and the degree of reduction in the birthrate. Of the
forty-five countries with a policy, twenty-six had a large (10 percent or
more) reduction in birthrate. Among countries with a policy, large reductions
in birthrate (10 percent or more) were more common among countries whose poliéy
had a specific objective to reduce fertility (twenty of twenty-six) than countries
with a policy which did not spell out a specific objective to reduce fertility
(six of nineteen). It seems that having a specific demographic objective written
into the policy is related to large reductions (10 percent or more) in the birthrate,
while the absence of a specific objective to reduce fertility impeded the
reduction of the birthrate. It might be noted that of those six countries with
a policy including a specific objective to reduce fertility but which achieved

only small reductions in the birthrate we find:
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TABLE 6

RELATIONSHIP BETWEEN LEVEL OF REDUCTION IN BIRTHRATE
AND TYPE OF FAMILY PLANNING POLICY FOR 63 COUNTRIES
FOR THE PERIOD 1960-1977

No. Countries With No. Countries With
Bir thrate Reduction  Birthrate Ri7uction
Z10% <10% = Total
No. Countries With Policy
Having Demographic Objective 20 6 26
No. Countries With Policy
But No Demographic Objective 6 13 19
Total No. With Policy 26 19 45
No. Countries Without Policy 1 17 18
Total 27 36 63

1/ Includes all countries with a birthrate reduction of less than 10%, countries
with no change in birthrate, as well as those countries with an increase in
their birthrate. Of all 63 countiresg 51 had some decline in the birthrate
leaving 12 countries with no change (9) or an increase (3) in their birthrate.
Of these 12 countries, 8 were countries with a policy and 4 countries had no
policy. See text for explanation.
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Senegal omly recently adopted a policy; sip:l, RKenya and Ghana have had
a policy since the mid-1960s but have made little progress in devceioping
a program; and Pakistan and Bangladesh programs have not achieved amny
significant success. In comparison, there were six countries which had
large reductions (10 percent or more) in the birthrate, but which were
countries with a policy not including a specific objective to reduce
fertility (Ecuador, Peru, Chile, Brazil, Venezuela, and Cuba). It ig

of interest to note that each of these six countries is Latin American,
{2 in the middle incowme range and is predominately Catholic.

By comtrast, of the eighteen countries with no family plamning peliey,
only one had a large reduction in fertility (10 percent or morve). This
country, the Democratic Republic of Xorzz, stlll has no officisl family
planning policy.

Table 5 also shows that large reductions in the birthrate (10 percent
ore more) are also associated to the level of income of the country. Among
the twenty countries with per capita incomes of $250 or less, three out of gix
countries having policies with demographic objectives achieved a large reduction
in the birth rate. For the same level of income no country of five with policies
but no demographic objectives reached the same level of success. In countries
with per capita incomes between $250 and $1,000, eleven out of fifteen countries
with demographic objectives succeeded, and three out of eight with policies but
not demographic objectives achieved a large reduction in the birth rate. Among
countries with higher incomes the record is still better; five out of five
countries with demographic objectives and one out of six with policies but
no demographic objectives obtained a large reduction in the birth rate.

In only one country without a policy, the Democratlic Republic of Korea
with a per capita income of $670, was a large reduction in the birthrate

achieved.
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That the decline in fertility is related to the practice of contracep-
tion is also shown in Table 5. A rule of thumb is that,if one assumes that
a birth rate of about 50 implies natural fertility in the absence of contra-
ception, then for each two percent of women of child-bearing age practicing
effective contraception the birth rate will decrease by one point. This rule,
of course, assumes that the women practicing are a random sample of all women
of child-bearing age in marital unions. This is not always the case and
therefore the required percentages will vary from country to country. As can
be seen in Table 5, however, the number of points that the birth rate was under
50 in 1977 is related to the percentage of married women of reproductive age
practicing contraception, although not clearly in the expected relation of one
to two.

The above simple analysis has indicated that large reductions in
the birth rate in the developing world have taken place mainly in countries
that have adopted policies with the specific objective of reducing fertility
and have implemented those policies, and that the amount of the reduction in
fertility is explained by the prevalence of contraceptive practice. This
explains the role of the supply of contraceptive and abortion services in
fertility decline.

It is also clear that the adoption of policies and the success in those
policies, once they are implemented, are related to the level of per capita
income in the countries and consequently to the level of modernization and
development. Although it is not established that countries adopt policies and
implement them in answer to an increased depand for services, it may be
hypothesized that, as development advances,people become aware of the possibi-

lities for self -improvement and of the possibilities of limiting their family
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size and begin demanding services at first from the private sectox and later
on from public health services. In view of this demand, political leaders
make the decislon to provide family plamning sexrvices through fowivirzznl
channels. From this point of view, the policy decision may in itself be a
reflection of the demand for services.

The above exercise was dome only for coumtries showing a large
reduction in the birth rate simply so as not to claim reductions where they
may be dubious. The data in the table are, however, complete as available for
the sixty countries and the conclusions could be carried 7ol 71 1f ome 18 te
consider small declines as valid. For the ; :.ozzr of this ;:.3v, however,
this is not necessary. That there iz a relacion between the practice of

contraception and fertility is mot im doubt.
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vV CONCLUSIONS

This paper has reviewed the process of adoption of family planning
policies, the development of family planning programs, and the contribution
of programs to fertility decline. We need, however, to consider the conclu-
sions of the review and its implications for the future.

The first conclusion is the importance of data collection and
research. It is clear that countries do not adopt family planning policies
and programs unless they are aware of the rapid rate of growth of population
in their countries and the consequences of that growth for socio-economic
development. In this type of research it is important to keep in mind the
cultural, social and economic background of the country in question and a
clear idea of the general development objectives of the government, particu-
larly in regard to the desired future standards of living, and the alternative
routes that can be followed to achieve those objectives.

Research has played and will continue playing a role in terms of
the improvement of regular programs. From past experience, it appears clear
that the market for family planning is not just one market for a particular
product or service. It 1s rather a conglomerate of markets for different
products and different services. A couple may want to practice family planning,
but unless the services are appealing to them, the services will not be used.
Research, therefore, will need to determine both what makes people desire to
limit their fertility and how they want the services to be provided. In

regards to the first, a number of studies have investigated the determinants
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of fertility and have provided genexal ideas ghout macro-economic factors that
aprea. related to fertility levels and variations in those levels. Little has
be=n done to study the mental processes that intervene in the decision-making
process. A multidisciplinary approach to the solution of this problem appears
to be needed. Moreove., it is likely that direct questioning of people in
this respect will produce better resules rather than the indirect approach of
guessing fertility decisions from people's characteristics.

The answer to the questions "what services do people want” and "how
do they want them" is also lmportamt. Up to mow the approach has been essen—
tially trial and exror. Again, having people choose between possible alterna-
tives before implementing them way be an efficient way to fimd out what services
people want, at least in a general way before those services arve tried. Ewven
after the sexvices are being provided on a trial basis, it may be advantageous
to find out why some people utilize those services while other people do not,
and to try to find out ways to lmprove those services. Experimentation is
certainly very importamt, but should be dome only after having determined
vhether the general approach is acceptable to the population or not.

Finally, research has an important role to play imn evaluation, but
it must begin by recog mizing that, practice of family planning is a supply
and demand concern where the two simultanecusly determine the market and the
absence of one of them just weans no practice. What is more important for
reseaxrch 1s to find out how soclo-ecomomic factors affect the decision to have
a reduced fertility and to make that reseaxch policy-oriented rather than
purely theoretical. It is no use knowing that twenty more years of education
for everybody will result in lower fortility whem o country camnot afford the

cogt of providing that level of educacion and cannot wailt that loag for the
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desired effects. More important is to learn how education and other variables
affect decision-making, to study possible alternatives of producing the same
effects and then provide realistic policy recommendations. Researchin
population and family planning has had an important role to play in the past
and may have an even more important role in the future.

The second important conclusion is that programs to be effective will
have to cover as many markets as possible. The first family planning programs
to be implemented did not show positive results until an effort had been made
to increase the number of government agencies involved in the program, to
utilize all in the provision of a comprehensive activities service, to utilize
a number of different approaches and to utilize a wide variety of contraceptive
methods. As explained before, the market for family planning appears to be
a composite of several markets with several goods or services exchanged.

There is no question that motivational efforts aré necessary for a large
majority of potential users. Many people will not practice family planming
even if they are strongly motivated unless the groups to which they belong
approve of such practice. Community pressure, therefore, will undoubtedly be
helpful. Many potential acceptors are happy with” the pure clinical approach
to family planning; others will require that approach only if accompanied by
health services; others, still, will only accept and practice if services are
brought to their place of residence or work-~ the outreach approach. Many
more, however, may prefer the convenience of the inundation approach if they '
can obtain their contraceptives at a reasonable cost in as private a way as
possible. These approaches focus on the need for providing services appealing

to as many markets as possible. The final objective of every family planning
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program should be eventually to fade away and for people to practice contra-
ception through the‘coﬁmercial system - basically, inundation. - It may howevef
take many years befo;e this stage is reached. In the meantime a multi-approach,
with multi-agency involvement is required for old, as well as new, family
blanning programs.

The question of methods is also importané. In the past, programs
"emphasized only a few methods, either because no other alternatives were
available of because of program preferences. Expansion in the number of
methods, however, appears to have contributed to s;ccess. The main problem
with contraception is still that people have to decide 'nmot to have children."
The road for the future is to discover a safe contraceptive that turns around
the decision-making, process that primarily makes the person "decide to have
vchildren." This demands essentially a leng-term vaccine. The present injec-
table goes some way in this difection, but it is still short-term and its safety
is not well established. Furthermore it is not reyersible, The IUD has
103t importance now because of the need for medical backup which frequgntly is
not{readily available in deVeloping countries. Steriliiation is still comsi-
dered a final method because in practice it is not reversible; until the ideal
contraceptive has been de?eloped, however, it is nécessary to make available
to the population, without unnecessary restrictions, the full range of
contraceptives now known plus abortion.

A third conclusion focuses on the role of private groups. The
principal ‘role of private groups in the past has been to provide a limited
amount of services before official policles were adopted and programs imple-

mented. It is evident that in any country, regardless of the stage of
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development, there is a demand for family planning services. This market
has not been completely served by the private sector even when no official
services are available. The future should, however, be different.

There are a large number of countries without official policies or
programs; there are a few countrles with policies but no programs; and even
a few countries wich policies and programs that do not work. The private
groups can play an extremely important role in all of these countries, not
just to provide services but also to support the research needed to convince
governments of the importance of the population problem. To do this, private
groups will need to discard the concept of "limited efforts"and expand
wherever necessary; they should begin focusing on fertility effects rather
than on pure service provision. Finally, they will need to become more
research oriented; the more proficient in research these groups become, the
more confidence people will have in their results and more impact on govern-
ments will be obtained. For this, private groups will need a great deal of
help from internal and extefnal groups. The work will not be easy, but the
results may determine whether governments '"grow'" in the direction of population
programs or remailn as simple observers while the problem grows in magnitude.
A fourth conclusion is in respect to countries with programs. It is not
disputed by anybody that countries which are better off in terms of per capita
income and in general socio-economic conditions have been more ready to
implement family planning programs. It is also clear that these countries have
been more successful with their programs. Among the group of countries with

per capita incomes of $1,000 or more, Brazil, Mexico, Iraq and Iran are the



- 52 o

only countries with populations of five milliom oxr more wheve family planning
policies imcluding demographic objectives have not been adopted, or 1f adopted
~=ag in Iram—<have not produced good resulisg. Iran and Iraq, although having
high per capita incomezs, do not have the level of socilo-economic developrent of
other countries in the same income group. They are also Muslim countries.

These two characteristics may explain why not much has happened with fertility
control in them. Mexico has the soclo-cconomic conditions and a relagively

new policy and progress and results are likely to be positive soom. Brazil ig
perhaps the exception of a middle imcomz country where the lack of a poliey

pay have conttibuted to maintaining the high birth rate. In this case the demand
appears to be present, given the utilization of private services amd the declime
observed in the birth rate up to the arizini:. Provision of services om a wider
scale could have reduced the birth rate even more thaa up to now.

On the othexr extrems, is the story of the low income countries wherg
even with socio-economic conditions not comducive to high practice of comtra-
cép@iomo the presence of a stroilg supply effort with motivational cawpalgns
such as in India and Indonesiabén& some community pressure as in Indonesia, has
brought a large increase in practice and significant reductions in the birth
rate. Sri Lanka, although at this level of income, is higher in socio~-economic
development than other countries in the same group and therefore both factors
of supply and demand have been conducive to fertility declime.

An important lesson to be learmed from the countries discussed above:
no maktter how backward the country, some results can be obtained by establish-
ing strong programs, and regardless of how advanced the country is in socio-economic
termg, if it has a high birth rate, the decline in that rate will be very slow

unless a supply system is established. This is something that countries
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presently without programs, should congsider with care.

Finally, governments adopting policies and implementing programs in
the past appear to have been too optimistic with regard to the presence of
demand and therefore promised achievements w@ich later on could not be reached.
Furthermore, the rapid expansion of services nationwide has made those services
appear to be inefficient. For both old and new programs, it would be advisable
todetermine first and realistically the extent of the demand; second, to extend
services on a priority basis only where the estimated demand warrants the
services; and, third to set up targets that are achievable and will not discourage
the workers or providers of either technical or financial aid. This does not
mean that no emphasis should be Put on family planning, it only means that
provision of services should be made on a rational basis.

In the 1950s and early 1960s, family planning appeared to be the only
solution to the population problem--and a rapid one. Expectations today are
more realistic. Policy-makers and program managers realize now that setting
up a working program requires several years and that achieving substantial
results takes a few more years. On this basis, the need for exaggerating likely
results no longer exists. The will to have a program working is certainly

more important than the promises made.
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ANNEX I

CASE STUDY: PEOPLE'S REPUBLIC OF CHINA

Policy Initiation and Evolution

Factors underlying the declaration of an official family planning
policy are obscure. However, impetus for the adoption of an official
policy may have been mediated by the facts enumerated below:

. 1949 1In this year there was a feeling among the new leaders of

China that the country had too many people74* Probably for
economic reasons as well as political considerations, the
leaders contemplated and planned for an enumeration of the
population.

. 1953 A national census was initiated.

. 1971 Chairman Mao advocated "Planned Birth", but he undoubtedly
influenced the development of family planning at an earlier
clat:el‘1

The results of the 1953 census were apparently a major factor in
illustrating the need for family planning, and probably were influential in
helping to launch an official family planning policy in 1956. The
policy cited the promotion of later marriages and birth limitation as ve-
hicles for achieving the socio~economically based goals of the population
Poucylol,ﬂo_

Major setbacks to the fulfillment of the policy occurred. At the

outset of the Great Leap Forward in the early 60's and during the Cultural
Revolution of the mid and late 60's, the implementation of family planning
policy was halted7h. As time has passed since the end of the Cultural Re-

volution, the family planning policy and program has been revived and has

been fostered by policy decisions which:

*Reference numbers are assigned here using the same order that these appeared
in the preparation of Anmnex II.
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encuvuraged contraceptive use, child spacing, and delayed marriage;
made use of inducements which mediate ageinst large families;

LRES .

m

encn..age population migrations to underpopulated

% 28

All three of the above are collectively known as “planned bizgh™ .

Developuent of Covervnment Family Planning Program Activiiy

. Administration

Family planning activity seems to have always bzen sl ainistered
through a complex and intricate network of political ard wzdlcal systems.
This system was described around 1970-1971 by indepzundeant auﬁhorsél’azo
There are distinctly rural and urban components to fawlly planning activi-
ty and each corresponds to the political framewovrk of the -urxal and urban
societiesél. The administrative units of the city {(highee: to lowest)
are the districts, wards, and lanes orx neighborhoodsélo ¥a the rural set-
ting, family planning responsibility rests with the lzaders of the commune,
production brigades and teamsélpéza Oversight is providad at 211 tiwmes by
the Communist Party to "revolutionaxy committees”. The Cownunist Party
establishes policy while the "revolutionary committeed’execute programs at
each level in the society (e.g. national, urban, rural, lcecsl, etc) by
providing administrative and some executive function back -up Support41°

Within the context of the administrative organization, local regis-
tration systems work well and facilitate the program on the local level.
However, at the national level, the vital statistics reginitration system

has not worked efficiently and has made the administration of the family

planning program difficult.

Delivery of Serxrvices

The development of the delivery of family planning sz7vices occurred,
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apparently, during two periods of time in particular., With the declar-
ation of a family planning policy in 1956, a program was set in motion
which employed multiple approaches using multiple types of personnel,
Family planning activities were delivered in a variety of settings. Be-
tween 1971 and 1975, Mao's concept of ''planned birth" (particularly local
target setting through community participation) came to fruition. None-
theless, since 1956 family planning activities have operated through
clinical, outreach and inundation approaches simultaneously in the confext
of the political structure of the commune or production team.

All health workers (lay, paramedical, and medical; part-time and
full-time) may initiate and continue all family planning activities to
a varying extent. Health aides and midwives prescribe orals and other
conventional contraceptives (e.g. foams, jellies, etc.). Barefoot doctors
are trained in some cases to insert IUD's.

All forms of contraception are available; however, the IUD was fa-
vored during the 60's while the oral contraceptive is currently the most wide-
ly used form of contraception23. Oral contraceptives are available free of
charge. Other contraceptives can be purchased for a nominal charge.
Abortions and sterilizations are encouraged23.

Information and motivation activities are promoted primarily by word
of mouth, although radio messages are a common format for promoting family
planning.

In summary, a multi-faceted approach to family planning has existed
since program inception 1Im 1956. With the exception of program suspem-
sion during the Great Leap Forward and'the Cultural RevolIution, the only
change in the multiple approach came in the early 1970's with a refinement
of activity promoted by Chairman Mao and known as the 'planned birth" move-

ment,
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Knduc@m@ntséz°43’45’74

Incentives 1. Since the early 50's some comuunes and pro-—
duction brigades (and teamg) have gilven com-
pengation to those who defer having children,
or limit the number of childrean they might
have.

2. Use of public funds for subsidy (preferential
treatment usually in the form of housiag,
public gervice cmployment or educational op-
portunity) for those who limit family size.

Lavwg 1. Legal restraints on the age of marriage.

2. Removal of ban on contraceptive practice im
1953.

3. Regulations which cam be used to delay the
process of registering and recelviang a mar-
riage certificate.

4. Regulations which prohibitc college students
from marriage.

5. Emancipation laws for women. These are di-
rected as to allow females to help support
their parents without disgrace.

Other Community participation and pressure facilitate

the family planning program. The key to the

"success"” of family planning acceptance im the

People's Republic of Chima has been massive indoc—

trination that teaches small fawilies are best.

This indoctrimation ig ilmn fact ecarried out by the

magses by word of mouth and by peer pressure. Onece

a policy has beem set, the masses, through a finely



Results
China was estimated to have about 850 to 950 million people in 19762’

The crude birthrate
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developed network of party committees, work to
enjoin the support of the community. Communities
are encouraged to exchange "experiences" using

not officials, but common folk to expound on

their use of certain methods. Emulation then
followsa3. Once birth rates are set centrally, the
reproductive couples of the commune or production
brigade establish who will have children and when
and how manyzo. But all along the way, people

play a crucial role in determining how a policy

will be carried out74.

96

has declined about 16 percent between 1960 and 1975.

User data are not generally available for the People's Republic of China.

Some sample surveys have been done. The proportion of married women of re-

productive age (MWRA) protected by contraception varies widely in those

sampled areas: in 1975 from a reported low of 40 percent in Honan Province

to a high of 80 percent in four production brigadeszs. Shanghai reports a

28

rate of 80 percent in 1975 .
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ANMREH I

CASE STuD¥: CO/C. 2T

Policy Initiation and Evolution

In many respects the development of rrivate and public fawmily plan-
ning activity in Colombia exemplifiss its development in several Central
American countries. Rapid uxrbanizztlon of Colombia has been & rxallying
point of population activity. Uxbanization wirends were documented by ze-

2 \ .
searchers studying the 1938 and 1S5] censuses . Individuals in the 1960°s

~

voiced concern that population growtn a1a che accompanying urbanization
were a prelude to difficuliies in social and economic development27, How-
ever, mediating against widespread accev:ance of family planning
was the wvoice of the Rowan Catholic Chucch.
Several circumstances came tcgether in the 1%8560°s which brought the
issue of family planninc to public gtcenrcion:
. 1960°'s (early) Induced zbo.stion was recognized by the medical
professicn &8s a serfoue problew not only in and of itself,
but the injuries as < resulc thereof were also viewed as a
social probiem. Coacern for tihis wmedical arnd sccial problem
was focused by the Colomkisn Association of Medical Schools
(ASCOFAME) . ASCOFAMz initicrted a compaign to educate pro-
fessionals to the siivetior end actempced to publicize the

implications of the nrcblcz,

. 1965 The Colombien Association for ramily Welfare (PROFAMILIA)
was founded as a family planring association.

. 1960°'s (late) As ASCOFANL ond PROVAMILIA stepoed up their service
activity including “heix cazuapcicns to educate professionals,

the Church headed & coelicior ovganized to halt or at least
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slow down the spread of family planning activity in Colombia.

. 1969 The Government of Colombia (GOC) initiated a maternal and
child health (MCH) section within the Ministry of Health (MOH)
which provided family planning services.

. 1970 Still under intense opposition from the Church, the GOC adopted
a carefully worded population policy statement in the 1970-
1973 Colombian Development Plan3'27. The document advocates
lower fertility, but maintains a low:profile (the words "family
planning” are deleted from the usual title "MCH/family planning
services") while providing for vigorous support of family plan-

3,15,27,28
ning 115,27,28

Development of Government Family Planning Program Activity

Administration27

Family planning services are provided in Colombia through: the MOH as
a part of the integrated health service; PROFAMILIA; ASCOFAME and by several
smaller, organized groups. This has presented difficulty in developing a
coordinated, consistent, and coherent organization for providing family plan-
ning services, although this arrangement does not appear to have adversely
affected the country's ability to provide services.

The MOH effort in family planning is an administrative part of and
integrated with the MCH services. The administrative organization of these
services corresponds to the organization of the MOH. A central office sets
the rules by which the policy is to be executed and operational units (hos-
pitals, health centers and posts) execute the program.

PROFAMILIA is organized around a clinic system, community distribution
programs (distribution posts) and special distribution programs (coffee

estates). These programs are centrally planned and directed.



ASCOFAME is organized as a professional organization and is concerned,
primarily, with aiding the administration of educational programs through

established teaching institutions.

. Delivery of Services

Colombia is probably the only developing country where both the clin-
ical approach and the inundation approach were started simultaneously and
before the government became involved in family planning. In 1965 both
of these approaches were initiated through a clinic system (staffed by a
physician, nurse, an auxiliary nurse, a motivator and a secretary) and a
network of distribution posts. Despite the distribution of pills and con-
doms by lay workers through the inundation approach, the IUD was and is
the most popular form of contraception.

In 1969 the MOH initiated family planning services integrated with
MCH serviceg, but the clinical approach continues to be emphasized. Physi-
cians and paramedical personnel are found in the largest health facilities
(hospitals) and the smallest (health posts). Yet, the latter of these also
have an “outreach" worker. Paramedical workers provide all sexrvices to some
extent. Lay outreach fieldworkexrs are used to provide information, motiva-
tion, and referral services only.

PROFAMILIA services are supported by information and motivation activ=
ities back-up: mobile "motivators” and audio-visual programs. PROFAMILIA
and other family planning organizations run dozens of other large scale,
regional information/motivation campaigns and other service programs of a

diverse nature20'27”28.

. Inducements

Incentives These are net uscd
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Laws Legislation to equalize women's rights in Colombia

has repeatedly failed to pass

Results
The mid-year 1977 population of Colombia was 24.6 milliongs. Colombia
has experienced a 34.8 percent decrease in its crude birthrate between
1960 and 197796. In 1967 there were 35,600 new acceptors of family planning services
accepting some form of contraception 12. In 1975 there were 177,299 acceptors
of contraceptive method527. 1977 is the first year for which there are user
data estimates available. These estimates indicate ;that there were 1,508,000
contraceptive users in Colombia in 1977 representing, 48.6 percent of the
married women of reproductive age. Public and private efforts result in

roughly half of all users being serviced by one sector or the otherz.



- 63 o

WNEE X

CASE STUDY : GEHANA

Policy Initiation and Evolution

Although family planning sexrvices were practically non-onictont 4dn
Ghana prior to 1964, the development of family olanning activity has been
marked by a lack of fanfare and hosgti..ity found Iin many countries at the
initiation of family planning activity. Fewily planning activity and the
commodities involved in family planning services wexe not specifically banned
at any time in Ghana. Indeed any »oryiici:z - public or private, could pro-
vide family planning serxvices if he so desired. CGovernment public health
officers in charge of maternal and child heal*h (MCH) services vere free
to emphasize family planning services to the extent that these were his
priorityl4. Several events preceded the zdoption of an official family
planning policy by the Government of Ghana (GCG):

. 1864 The Christian Council of Ghaia set up two “medical advice

centers” supported by the Pathfincer Fund, patient fees
and the sale of contraceptive anté informational materia1514°

. 1960's (mid and late) Medical azdvice centers were staffed by COG

doctors who gave services free of charge; ovrivate doctors

1
charging small fees 4n

»

. 1966 By this date the GOG wmade cont:aceptives evailable to all
women confined to the majox Channlan Governmeant hecpitzl im Accra.
. 1960's (late) International Planned Parcnchood Federation (IPPF) be-
gan to sponsor the Christian Council of Chana.
. 1967 Formation of the Ghana P.ianned Pzrenthood Association (GPPA)6°
. 1967-1969 During this period the GPPA focused its efforts at 1ts

two projects: a family planning clinic integrated into a pro-

ject at Accra University and the provision of family plannihg
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services through two clinics based in general practitioners'

offices. The GPPA was able to involve the GOG in these projects.

In 1969 the GOG declared a family planning policy and in 1970 the CGOG
launched ..t own program. The policy is based on a sccio-economic ration-

ale and has remained unchanged since 1969.

Development of Government Family Planning Program Activity

. Administration8

Since the inception of the family planning program, it has been co-
ordinated by the Ghana National Family Planning Program (GNFPP), a body
comprised of the Ministry of Health (MOH), the GPPA, and the Christian Coun-
cil. The program is administered by the GNFPP through the facilities of
all of these organizations. Services are offered in a categoricaM fashion,
although attempts have been made to integrate family planning services in

GOG facilities.

. Delivery of Services

Up until and through the first year of the GOG program, family planning
services were provided through a clinical approach. Information and moti-
vation were provided by volunteers while other services were provided solely
by physicians at a fixed or mobile facility. Since 1971 family planning
workers have been the main personnel to provide family planning services.
These workers do provide all services to some extent including prescription
and followup. Prescription by paramedical workers includes insertions
(which lost popularity after 1969) and distribution of oral centraceptives
(which became the most widely used contraceptive in Ghana after 1969).

The outreach approach began in 1971 with lay workers providinrg infor-

*Categorical is defined here as meaning that family planning services are
offered as a special program administered by the Ministry of Health - much in
the same way that malaria eradication programs are categorized and referred
to as ''vertical programs".
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mation and motivation services in home visiting programs (primarily the
GPPA).

Although the inundation approach has probably been operating im
Ghana since at least 1969 ,chiefly through the 600 retail outlets of the Ghana
National Trading Company, 1975 was the year of commitment to inundation as
demonstrated by the GOG's invitation to other outside (non-govermment) whole-
salers to be distributors of contraceptives in Ghana.

Information and motivation activities have been nurtured through a
massive advertising campaign, family 1life programs in 20 school systems, and °

youth organization programs.

. Inducementsl6

Incentives These are not used in Ghana.

Laws Several laws were passed im the early 70’s to prod
government workers to set an example for the country in
limiting the number of children per family. These included:
1. Limitation of paid maternity leaves to applicants

who have served not less tham one year.

2. Limitation of the number of pald maternity leaves to
three during the entizxe working life of those affected.

3. Limitatilon of child allowances paild to government officers
to three. This applies equally to all officers fr-
respective of whether they reside in or cutside of Ghana.

4. The Government of Ghana's responsibillity for payment of
travelling expenses of officer’s children was limited to

three.
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Results

The population of Ghana in mid-1977 was 10.6 million. During the
period 1960 to 197 % Ghana's high crude birthrate has declined by only a
modest 2 percent96. In 1970 in Ghana there were 13,900 new acceptors of
all types of contraceptive methods; and there were about 25,000 users of
contraceptive methods in 1970 which represents about 1-2 percent of the

12,98 This 1s in contrast to 1976 when there

married women of reproductive age
were 33,600 users representing about 2 percent ogothe married women of
reproductive age99 In 1976 family planning c11n§cs claimed to be ser-

vicing 28,850 of these usersl.
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CASE S*UD¥ s XNDIA

Policy Initiation and Evolution

India more than any other country in the werld kes been the leader,
both intellectually and logistically, imn developing, esploring and promoting
family planning practice. Family planning nes been o topic of intellectual
ferment in India since the 1€20's starting with econcmistis’® study of the rela-
. . . .- - 4 s 44
tionships among economic grc . rth, social growth, and population growth .
Since that time and through :the efforts of born he private and public sec-

’,
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and programs of family planning,

Several factors made di“ficult the effoxt to encoursge family planning
among Indians. Although economists in general uvwged fawily planning prac-
tice, many of the economists who coxrrectly estsblished the relationships be-
tween economic growth, social growth, and pepulation growth belleved that
industrialization would solve India's develcping population problem. India’s
vast social and physical diversity presenced many ovrganizationa®l difficulties
for the private sector in theixr attewpts to persuvade the Govexriant of India
(GOI) to take an official and affirwative stand on femily planning policy and
program. Many of the clinics and groups which formn2d dvwing tre 30°s and 40°s
offered family planning sexvices, but found few clisnts &t their doors. Pex-
kaps this situation was as much a result of low sociceconcmic levels as it
was a result of a lack of motivation and infoxmation, but also technological

developments in the form of safe, xeliable, and reversible contraceptive me-

thods were not yet available.
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Private efforts specifically aimed to make the leaders of India cog-

nizant of the consequences of excessive population growth apparently came to

fruition in 1940 when Nehru who had been appointed to prepare a national plan

for development mentioned in this document the need for a national family

4
planning policy 4. Several key events occurred during the next 12 years, how-

ever, before either an official policy or program developed. These included:

1943

1947

1951

In 1952

steps:

1952

1950's

Health Survey and Development Committee appointed. In its
report issued in 1946, it stated that decreasing mortality rates
were accruing through disease control efforts and would ex-
acerbate the population growth rate. It advised a family limita-
tion policy.

During this and the following year (just after Independence),
shortages -particularly of food - developed. A Planning Ccmmis-
sion was appointed to study utilization of resources. A review
of health programs was made with the recommendation to start de-
velopment of a family planning policy.

The GOI allocated funds to enable gathering of the information

needed to develop a population policy and program.

a population policy was approved and evolved further in several

Declaration of a policy.

Initial funding for getting a program underway was approved
in 1952, but because no other countries had official family
planning program experience from which India could draw, the
family planning program in the 50's in India was characterized
primarily by research, strategy development and initiation of

some services in conjunction with existing maternal and child
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health services (MCH)46.

. 1956 During the mid=1950's a policy decision was made that acknow-
ledged that the GOI perceived family planning efforts to be in
need of more autonomy than the MOH had allowed until this time.
Thus, the Family Planning Boaxrd was created in 1956, but as a
part of the MOH.

1960°'s and 1970°'s During these two decades there has been no devia-
tion from full commitmenti to the concept of family nlanning by
the GOIZB' 44, 45, 46, Policy decisions have dealt with pro-
gram approach and oxganization and deliverxy systems rather
than with commitment to family planning. Howevexr, the family
planning effort did have to weather prcgram olow~downs as a re-
sult of severe drought in 1965-1966, waxr with Pakistan in 1965,
a dramatic oil price increase and its consequences in 1973,
and the ~fter-effects of alleged use of coecrcive tactics during

the early and mid 70's to meet comtraceptive acceptor targets —=-

particularly stexilization acceptors.

Development of Government Family Planning Program Activity

. Administration

India has had a number of complicated administrative changes over the
past three decades. The family planning program was under the 3urisdiction
of the Ministry of Health and Family Planning @Mom)és untll 1977 when it becase
the Ministrv of Health and Family Welfare. Initially 4n theearly 50°s, hecause
of the existing MOH facilities, an :iizmor wag made to irezgizos family plamning
with MCH services. The program was centrally sponsored, but executed by the states.
States did bear a portion of the recurring cogto of the program, In the latter part

of the 50°s and through the mid 60's, efforts were made to give the DEOSTam more

autonomy but within the MOH.
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This was effected through the Family Planning Board established in 1956.
With this change, the program took on more of a categorical flavor through-
out Lhe 60's. In 1966 the central government assumed the full cost of the
-rogrem; the program tended to be more centralized and categorical. This
situation lingered until about 1973 at which time the national development
plan redirected the fam.'y planning program into an integrated health care
system3 The family planning program today is still entirely centrally
funded, but executed by the states in GOI health facilities (including GOI
mobile units). The current organization of the program includes a Central
Family Welfare Council and the Department of Family Welfare. The former
defines policy and the latter executes the program in consultation with the
state governmentsAA. The national structure is replicated in each stateaa.
The national marketing scheme of the Nirodh (condom) is organized by the

Department of Family Welfare as part of its activities in executing the

program.

. Delivery of Services

Matching the categorical nature of the program in the early years
through the 1960's, the family planning program was characterized by exhaus-
tive manipulation and experimentation with the clinical approach. Because
sterilization has been the predominant measure promoted in family planning
and because there is more of a feeling that this measure can be undertaken
most appropriately by a physician, the clinical approach has predominated.
Thus the program has been chained to facilities, both fixed or mobile (mo-
bile clinics were introduced in the early 60's) employing teams of physicians
(i.e. vasectomy camps). Apart from sterilization the traditional methods
of contraception were promoted.

The outreach approach to family planning has existed on paper practically
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since theinception of the program. Fieldworkers had been trained in the
delivery of family planning services since the late 50°'s and probably continue
to be the most appropriate personnel foxr delivery of family planning through
the outreach approach. However, this has never been a strong program ap-
proach in India apart from its use in association with gaining sterilization
acceptors. Added emphasis to this approach might occur with popularization

of the multipupose worker (early 1970°'s).

Most recently and since the early 70°s, the inundation approach has
gained momentum in India. The commercial vending of the Nirodh {condom)is
the best e:iample of this approach.

Currently there is a great emphasis on the clinical approach in an
integrated basic health service using the multipurpose worker.

Information and motivation activities have become more diverse and
more frequently used duxing the 1970°s. With the advent of the inundation
approach, mass communication campaigns,including the experimental use of satellite
communication, now discontinued, have beea used.

Two major frustrations have bccurred among many difficulties with the
evolution of the program and sexvice delivery. These are particularly im-
portant for other programs45:

1. Because of the sheer size of the task in India, there has been a

tendancy to spend several months or years to start up projects.
During lengthy start-up periods, little service activity occurs.

In some cases, frustration ot a lack of results has probably con-
tributed to a prematuxre decision to switch to a new approach before
the old approach had enough time to take hold.

2. Family planning services in some cases have achieved targets by

sterilizing or otherwise protecting against the risk of conception

females who are near the end of their reproductive age. The bene-



- 72 -

fits that accruwe from these persons toward averting births might

be small for the expended effort.

. Inducements
Incentives44l. Cash payments for sterilization(toacceptor and provider)

2. Payment in kind to the acceptor of sterilization
(e. g clothing)

3. Although still only in the experimental stage,
payments to acceptors of sterilization have been
made in the form of savings accounts or bonds
with transfer or maturation deferred until ac-
ceptance in the case of sterilization or after
the end of the child-bearing years of the couple.

1. Raising the minimun legal age of marriage from
15 to 18 for females and 18 to 21 for males.

2. GOI reserves 8% of its assistance to State Plans for
those states whose family planning performance has
been satisfactory by certain criteria and Laws.

3. 1976 - Under the Emergency, revocation of worker
benefits, family allowances, ration cards 1if quotas
were not met, Additbnally, workers could lose their
job for not fulfilling quotas. If communities did not
meet quotas, similar loss of benefits could result
to the entire community.

4. Laws providing for tax deductions for contributions to
family planning organizations or activities were

enacted recently.
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Reouleg

The egtimated mid-year population of India wng 63%.7 milli@m96 im 1977.
The crude birthrate declined 18.6 pezcem@gé during the periled 1960-1977. The
nurber of acceptors im India through the natlemnl progran da 1966 amd 1976 were
regpeetively 1.8 million and 12.5 milli@nzsggc T3t were 25.3 nillion users
through government services in 1977. Thioc reprecents 24 percent of the married
wonen of reproductive age (MWRA) for 197720

Kerala had 1,064,000 users (31 pevceant of Lgg win:i), Puajab had 691,000
(30 percent of its MWRA), and Bihar had 1,580,000 users (about 14 pereent of

fles MIRA) 4m 1977°.
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ANNEX I

CASE STUDY: INDONESIA

Policy Initiation and Evolution

While private efforts were able to nurture family planning activity as
early as 1952 in Indomesia, this was accomplished in the wake of years of
accumulated mbmentum eschewing the concept of birth control including:

. Religious and moral codes which were perceived by the indigenous

population to frown upon the use of measures‘to control family sizeaa.

. Legislation of the 30's and 40's which restricted the use of
birth control devicesas.

. The perception that population growth would eventually decline with
economic development. Until this perception could be realized, it
was the official policy of the Government of Indonesia (GOI) to re-
settle Indonesians from foci of crowded areas to outlying islands.
This policy was called transmigrationls’aa.

Indonesia recognized that it had a population problem as demonstrated
by 1its policy of transmigration, but the GOI chose to deal with overpopula-
tion in a way which it perceived would maintain the status quo until socio-
economic development could alleviate the problem.

Although the period between the early 1950's and the mid 1960's pro-
vided little room for service expansion, the formation of the Institute of
Family Welfare in 1952 began consolidation of other widely dispersed and
loosely organized groups resulting in the Indonesian Planned Parenthood

Association (IPPA) in 195715'52'78.

IPPA became a vehicle for persuading
the GOI to accept family planning activity as a right of the parents as
well as on the basis of family planning being a means of practical health

promotion. President Sukarno, during this period, did allow the practice of
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child spacing for mothers whose health might be endangered without ito
practiceégvsz°

After the change in government im 1966, led by the mew Prosident
(Suharto), movement towardsa population policy camz y- i.'0ly. Suharto’s
GCovernment gave tacit approval of fanily plenning without approving family
planning outright. During 1967 several. Governient minilsters ond President Suharto
himself referved to the potential threst of population grovwth in terms of
socio-economic &evelopmemtsz, Suharto sigred the U.N., Declaration om Population
in 1967. The official policy of Indonesis was presented im I7I2. at the
same time that a National Family *7: .. .0 instlitute was establiched. Tm the
following year, 1969, the policy amd w.o . . were uavelled in the Flrst Five-

Year Development Plan (F¥1970-1974).

Development of Goverpment Familvy Plagning Program Activity

. Administration

The National Family Planning Imstitute 17700 was cveated fm 1968 to
coordinate private efforts, including those of ecpetriate <:cis: working in
Indonesia, and to develop a natiomnal famiiy plenning system. Im 1970 the sgewi-
autonomous NFPL which had been part of the Mimfistry of Fzipli:'c Welfare was
transformed into the National Feuil - Planning Coordimating

4,15,48

Board (NFPCB) recpousible ¢o the Minister of Pcople’s Welfare The

IPPA turned over all its sexvice facilities to the GOI and asgumed an

important role imn administering tralniag prograns, research and evaluation,
and motivation campaigns; it comtinuecd to provide prescripticsr and £olls  -u:
15,48

along with other famfily planning services in renote aress of Yadomesia

The COI first established its prograx in Java and Ball and ten other

&
provinces in 197é$9° In 1978, the constituticn of the NFPCB was changed
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and the chairman became responsible directly to the President.

The basic assignment of the NFPCB is to formulate general policy for
and to coordinate the implementation of the national family planning program
and complementary population programs at national and regional levels, and
also to ccordinate the implementation of these programs in the field """, The
NFPCB has a Chairman, a Vice Chairman and four Deputy Chairmen responsible for
general affairs, family planning, population, and supervision and control. There
is an NFPCB office in each province, headed by a Provincial Chairman appointed
by the NFPCB responsible for coordination of activities. He 1s respomsible to
the Governor, who has the overall responsibility for population and family planning
activities in the province. The Health Inspectors in the provinces along with the

provincial NFPCB actually execute the program, since most family planning activity

takes place in Health Ministry personnel.

. Delivery of Services

Initially the NFPCB provided services using a clinical approach, All services
were under the jurisdiction of the physician and available in private and Health Minist:y
facilities as well as Armed Forces facilities. Services were available as in a
categorical program: not linked to any other services. Services were available for a
few hours a week48.

Although the clinical approach continues to be a major approach of the Indonesian
Family Planning Program, the outreach and inundation approaches are also in use in
Indonesia. The outreach approach which began about 1970 was initiated through a program
whereby Health Ministry personnel would provide family planning services using a village
head and his wife as a focal poilnt for popularizing contraceptive practice48. During
the early 1970's nurse midwives and fieldworkers were beginning to realize their

potential as providers of information, motivation, prescription (of pills, diaphragms,
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condoms, IUD's, jellies and foams), and follow-up, As & result, greater use
of these workers for these tasks was encouraged. By 1974 shopkeepers and
Ayuxrvedic medical supply distributors had become the cutting edge of the
inundation approachsoa The use of jamu, the Indonesian system of herbal
medicine distribution, for contraceptive supply distribution has been ome
of the more interesting aspects of any of the approaches.

Information and motivation activities have developed simultaneously
with the innovations that accompanied the provision of other family plan-
ning services. Information and motivatiom at the ocutset of theprogram
were relegated to the clinic setting. The nove out of the clinic came
early in the program when mobille information znd motivation teams were
establisbedég, During the early 1970°s use of acceptors as wmotivators was begun.
Az other services began to be provided through outreach programg, S0 £oo were
infermation and motivation popularized through in-home meetings (several families
per meeting). Alchough some mass communication is used, many of these campaigns
along with special drives have been phased out because of the bad reputation
they seemed to create through promotion of mis-iniirprizzid information oxr through
promotion abuse348° In 1975 information and motivation activities made as their
primaxry target the to-be-wed couple. In 1976 population cducation was dbrought into

the schools.

During the period 1973 to 1978 the first efforts to integrate family
planning services into the basic health services were attempted7o Serious
commitment to thils approach beyond the experimental stage began withim the last

year or two with the help of substantial foreign aid earmarked for this purpose.

. Inducements
Incentives These are mot uced ia matlemal puortoum.

Lawgs During the 1970°0 laws poreaining to the fellewing

areag were enacted:
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l, Tax dis-incentives for large families

2. Repeal of import duties on contraceptives.

Results

The 1977 mid-year population of Indonesia was 133.5 million96.
Indonesia's crude birthrate declined 21.3 percent between 1960 and 197]96.
The number of acceptors of any contraceptive method were 21,200 in 1968
(National program only)ge. In 1976 there were 2,213,000 acceptors through
government supported servicesz. In 1970 there were estimated to be 54,000
users of contraceptive methods through the national program representing
less than .2 percent of the married women of reproductive agegs. In Fiscal Year (FY'
1977 there were 3,701,000 users through govermment supported services representing
18 percent of the married women of reproductive age in Indonesiaz. In FY 1978
Indonesia reported 4,687,723 users representing 24.6 percent of the married women

of reproductive age. In the first half of FY 1979, Indonesia reported 4,496,715

users representing 24.1 percent of the married women of reproductive age.
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CASE STUDY: REPUBLIC CF XOREA

Policy Initiation and Evolution

Until 1960 although, conditions seemed to favor recognition by the
Government of Korea (GOK) of the benefits to »e dzrived from a population policy
which included family planning, no policy was adopted. Wax conditions
during the period 1950 to 1953 may have been sa early stimulant to the
cause of family planning as war broughi greater buvdens to the larger fam-

ilie521’57.

Yet, legislation which hiudared the cause of family planning
was retainele,

With the change 1n government in 18560, zn zbrupt change in attitude
toward population policy followed and & scphisticzted policy evoived ra-
pidly. Chronologically events proceeded &s follcws:

. 1960 GOK allowed public expression of views toward family

planning57°

1961 1Individuals from diverse przofccsionzl backgrounds initciated
the Planned Parenthood Faderation of Kowrea (PPFK), which
was formally designated as the Incornational Planned Parent-
hood Federation (IPPF) affiifzte {a the same yeax1°57°

. 1961 A series of meetings between P27, V?2F end the GOX resulted

in the GOK adopting a pojulastion policy in 1961 for issuance
in the first five year nien (1962~X966)3”570
. 1967 While the first five yzz+ plan adootad a population policy
based on a demographic watiomzie, the seccnd five year plan
iterated the velationshlpy betwsen zconomic growth and popu-

lation growth.

. 1972 Population policy was suppo-:z<¢ on goclo—economic grounds
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and was accompanied by a great deal of statistical justification.

« 1974 Since 1974 the GOK has used incentives and has undertaken with

greater effort the task to integrate maternal and child health
gservices (MCH) with family planning serviceaza.

1976 Formation of Population Policy Coordination Committee to coordinate

all govermment activity with regard to ponulation.

Development of Government Family Planning Program Activity
15,57

. Administration

The GOK has been concerned primarily with prescription and follow-
up activities. The PPFK, subsidized by the GOK, has assumed the responsi-
bility for administering all other family planning activities. The GOK
program is executed through the family Planning sub-section of the MCH
services. MCH is one of five bureaus in the Ministry of Health and Social
Affairs (MOHSA). Day-to-day management is coordinated by the chief of the
family planning sub-section and the MCH bureau chief. The Bureau director
is apprised of major management decisions. Although these persons are re-
sponsible for all aspects of policy and operation, they are advised by a
committee of 15 members: the Famil? Planning Advisory Committee to the
Minister. The MOHSA works through nine provincial governments and two
special city governments all of which have family planning sub-sections
in their Bureaus of Public Health and Social Affairs. Targets are handed

down to these regional offices and eventually to field workers as quotas.

. Delivery of Services

Early in the program there was a strong predilection to permit only
physicians to prescribe contraceptives. In conjunction with an extensive
network of health ministry facilities, a large number of private physicians,

and the popularity of the IUD during this period (the IUD has always been
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the most widely used contraceptive method in Korea), these factors ea-
couraged early entrenchment of the clinical approachZI, Paramedical
workers, however, were given legal sanction to provide all family plan-
ning services to a limited extent goon after the cutset of the program.
Nonetheless the paramedical workers' most important activities were
provision of information and taking 3o+ in motivation activities, not
in prescription activities.

By the mid 60's a new worker was added to the family planning pro-
gram: the fieldworkerz°57° This worker participated in all program activ-
ities to some extent, including contraceptive prescription, although he
could only refer IUD and sterilization acceptors. As the mid 60's passed
these workers popularized the outreach approach with their door-to-door
and group meetings. The mother’'s club was an important thrust of the fam-
ily planning program and utilized the fieldworker.

Since the early 70°'s the inundation approach has been used in con-
meétion with all activities. Even street cornexr information and motivation
campaigns were initiated recent1y73°

At all times throughout the program, authorized private physicians have
been reimbursed by the GOK on a per acceptor basisS7o

Information and motivation have been promoted heavily using printed
promotional aildes because of the high literacy rate among Koreans. How-
ever,during the early years of the program other mass communication formatg
were used.

Although the PPFK has been involved primarily with information, mo-
tivation and training, it has recently launched what amounts to an inun-
dation program as part of the GOK's New Village Movement, a rural develop-

8
ment scheme ,
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Inducements
Incentives Cash payments to acceptors have been used in
association with vasectomy acceptance (mid 60°'s).
Laws 1. 1961 Lifting of the ban on the manufacture and
distribution of contraceptives.

2. Mid 70's New legislation which ties tax ex-
emptions to the number of dependents: no more
than three children are eligible for this ex-
emption.

3. Mid 70's Changes in government rules to allow
advertising of hormonal products.

4, Mid 70's Repeal of a law which prohibited im-
portatation of contraceptives.

Results

The 1977 mid-year population of the Republic of Korea was 36.0 mi1110n96.

Between 1960 and 1977 Korea has experienced a 48.8 percent decline in its

‘crude birthrate 96. Users of all methods of contraceptives from all sources
rose from 1,322,000 in 1970 (i.e. representing 32 percent of married women of
reproductive age: MWRA) to 2,094,000 in 1977 (i.e. representing 43.9 percent

2’98. Public and private effort contributed roughly equally to the

of MWRA)
number of users of contraceptive methods in all time periods after the onset

of a national family planning programz.
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ANNEX I

CASE STUDY: PAKISTAN

Policy Initiation and Evolution

The first family planning activity to occur in Pakistan began soon
after Pakistan separated from Britain as a colonialist territory and as-
sumed dominion status in 1947. Family planning activity grew out of aid
to refugees from India provided by interested business leaders and wives
of government officigls through the Pakistan Women's Voluntary Service
and the All Pakistan Women's Association spearheaded by the Prime Minis-
ter's wife., Both of these groups which had organized family planning
services in major cities in 1952, merged to form the Family Planning As-
sociation of Pakistan (FPAP) in 1953 which became the International Plan-~
ned Parenthood Federation (IPPF) affiliateaz.

Government involvement in fami;y planning activity came early in
Pakistan and progressed in parallel with some of the following events8

. 1955 The Government of Pakistan (GOP) allotted money for support

of voluntary agencies' activities.

. 1958 1In an effort to secure from the GOP a commitment to provide

gservices directly, a series of meetings was held. The out-

come was a decision by the GOP to continue support of family

planning, but that services should continue to be provided by

1t
the FPAP in FPAP facilities. In addition, services were in-

itiated in armed forces facilities and at railroad hospitals.

. 1959 1In a major speech the Prime Minister addressed problems of

over-population,
.

. 1959 Population Council of New York mission to Pakistan; policy

recommendations outlined.
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. 1960 De facto official policy established in the second five year
plan as budget for family planning was allocated and pro-
gram infrastructure established.

1965 Official policy issued as part of the third five year plan;
based on demographic arguments but acknowledging socio-economic
rationale.

. 1970-1971 Civil war; partitioning of Pakistan; Bangladesh de-
clares independence.

. 1973 Reorganization of family planning program ordered; socio-
economic rationale made the firm underlying rationale of
the policy.

. 1977 Near cessation of family planning activities in the country,

Development of Government Family Planning Program Activity
28,31,82,91,97

. Administration
The administrative structure of the GOP family planning program has
undergone a series of complex changes over the years. Sources are
at variance with 025 another about these changes. At the outset of the pro-
gram, the provision of services was implemented through the facilities of
the Ministry of Health (MOH) and administered by a National Family Planning
Directorate (Board) (NFPB) within the health ministry. However,
the program was carried out as an integrated one but subsequently became a
categorical one. Provincial Family Planning Boards were established (at
least on paper) during the 60's to approve projects and to allocate funds.
Through the 60's the Federal and Provincial Pakistani Governments provided

roughly equal funding of the program. Apart from the NFPB and also respon-

sible for family planning was the Central Family Planning Council (CFPC).
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The CFPC too was losely a part of the MOK. This council was composed of

the Minister of Health and central and provinclal secretaries of health

and finance. In 1968 the status of the CFPC was changed to that of a full
division within the MOH, and the MOH was renamed the Ministry of Health,
Labor, and Family Planning (MOHLFP). Under the 1973 reorganization, an
unusual arrangement was made whereby the overall administrative responsibility of
the family planning program remained with the Population Planning Division

in the MOHLFP; however, the execution of the program was placed with the
Population Planning Council, an autonomous government body of representa-
tives of various ministries and special interest groups. The federal
Minister of the Population Planning Division was, however, the chairman

Jf the Population Planning Council to ensure continuity at least at the upper
levels of the program between the MOHLFP and the Population Plznning Coun-~
¢il. 1In 1975 the program was made completely autonomous. In each province
there was a Provincial Population Planning Board to administer the program

to which funds were directly transferred for project allocation. In high

density areas, a "continuous motivation system' was established in the

early 1970's but was abandoned in the mid-70's.

. Delivery of Services

There has always been a fixed-base clinical approach employed in
the family pianning program in Pakistan, but the outreach approach has
been used since the inception of the program in 1960 and was the maln ap-
proach between 1965 and 1977 for the provision of services. Village le-
vel workers and the traditional midwife were used as early as 1960 as a
referral agentls. The concept of trained workers called Lady Family Plan-

ning Visitors and Lady Health Visitors was accepted and employed in the
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early 60's. These workers are still used. Included in the concept of using
these paramedical workers was allowing non-physicians to insert IUD's (orals
were not used jin Pakistan until the 70's). These paramedical workers were

a necessity since IUD insertion in Pakistan can be performed only by a woman
and there are few female physicians in the country.

Subsequent to the separation of Bangladesh from Pakistan and during
the reorganization of the family planning program starting in 1973, there
was a re-emphasis and expansion of the outreach approach. The vehicle for
widening the outreach approach was the "continuous motivation system' (CMS).
This approach called for an army of lay workers to provide family planning

services. Although the CMS has been abandoned (1976), the workers are

still paid but are not working. The CMS ia described 1in detail

elsewhere by Taidils. In sum the CMS was to have been an intensification of

the outreach approach in high density areas utilizing non-physician workeras.
Inundation in the commercial sense got off the ground in 197515.
Allegedly, some 35,000 shops (pharmacies, tea stalls, general goods
stores, etc.) were enlisted to sell pills and condoms. Simultaneously in
1975, a new program was started which trained high school graduates to in-

28’50. These workers, Lady Welfare Visitors, participated in

sert IUD's
motivation, information, prescription, and follow-up activities and were
to be associated with the CMS.

Prior to 1971 information and motivation activities were carried out
by fieldworkers as an outreach approach, although mass communication was em-

ployedg. Little information 1s available about the current information and

motivation campaigns in Pakistan are virtually non-existent.

Inducements

Incentives 1965 Cash incentives were paid to IUD and
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vasectomy acceptors starting in 196582°

Laws 1. WNeed for prescription for oxral contracep-

tives 1lifted in 1974,

Other 1. Dai fieldworkers during the early 60°'s were
paid a retainer fee of Rs 15 per wmonth and a
referral fee of Rs 2.50 for each client who
had an IUD insertion. Distributoxrs of other
contraceptives received an amount equal to
80 percent of the retail price of thesesz,

2. In 1975 when inundation got off the ground,
shopkeepers were allowed to keep 40 percent
of the retail pricelso

3. Workers starting in 1965 who did IUD inser-
tions got paid a premium on a per IUD inser-

tion basis. This practice stopped in 1972920

Results

The 1977 mid-yeaxr population of Pakigtan was 74.9 million96° The
high crude birthrate has declined by & modest 8.2 percent during the period
1960 to 197796° In 1966 there were 512,000 acceptors (IUD and Sterilization
anly) of contraceptive methods through the national program (377,000) from
West Pakistan)98° In 1975 there were 2,086,000 acceptors of government
supported family planning services (contraceptive acceptors - all methods).
Family planning associations number their shave of these acceptors im 1975
at about 28,000. User figures are not available for Pakistan for past years
except that public and private effort were estimated in 1975 to have 780,000

usersz. At best this would represent about 6.0 percent of the married women

of reproductive age.
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Annex II contains individual country summary sheets for 35 countries
which have a family planning policy. All information contained within

the tables in the body of the text of this document were drawn from the
information tabulated in this annex. Sources cited in these tables cor-
respond to the references listed at the end of the paper.

Each summary sheet relates pertinent information about each of six
categories important to governments' role in family planning. These in-
clude:

. Development - When the government became active in family planning,

year of policy and program adoption.

. Organization - How is the program organized: is it guided by the
ministry of health or by some autonomous body; is the system of
delivery predominantly categorical or are family planning ser-
vices integrated with the health services; what facilities
are used to deliver services - ministry of health facilities
or special, non-government facilities or both.

. Approaches - Which approaches were introduced at what time.

. Contraceptives — Which contraceptives were most important at
what time.

. Personnel and Activities - Date at which certain categories of
workers were brought into the family planning effort. This cate-~
gory also attempts to summarize the family planning activities
participated in by these different kinds of workers at the time
they were brought into the family plaqning effort. Additionally,
in the case of all workers except physicians, where these workers
were allowed to prescribe and supply contraceptives and the type
of contraceptive prescribed is listed.

It is important for the reader to note that in preparing
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these summary sheets it was vare for sources used to speci-

fy the exact year or even time period in which workers began

to participate in family planning activities in general, but
most specifically in information and motivation activities.
Thus, it should be assumed that all paramedical aand lay workers
participate in both of these activities even, though these are
not always recorded om the summary sheets.

. Inducements - When direct payments were begun as part of the pro-
gram to acceptors of family planning (incentives), and what
laws have been enacted which have facilitated the family plan-
ning program. Where coercion has been a part of the program,

this is noted.



Development
X
G
P
S
*

*%k

11/

Organization
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Legend for Annex II by Category

Non-Government Sector Activity

Government Activity (financial and/or facilities)
Official Policy

Official Program Activity

Indicates policy and service program before independence
of Bangladesh

Indicates policy and service program after independence
of Bangladesh

Period of no family planning activity

Governing body of policy and program:

A Autonomous institute, board, or council etc. is responsible
for family planning and program implementation; this body is
accountable directly to the head of government and 1is not part
of the ministry of health.

MOH The ministry of health or a division thereof is responsible
for family planning policy and program.

Program Class:

K Categorical

+ Integrated

Facilities:

(S,MOH) Family planning services are provided through special facil-
ities (8) such as any non-government clinic (family planning
organization - FPA - ), and through facilities of the ministry
of health (MOH).

U Information unavailable

Approaches

C Clinical Approach

cM Mobile Clinics

0 Outreach Approach

I Inundation Approach

a/ Where any letter appears twice for a country, this indicates
re-instatement of the approach after a period of diminished
emphasis of that approach in the government program.

Contraceptives
0 Pill
T Traditional



- 0] -

Contraceptives (cont‘'d)

IUD Intrauterine device
C Condom

INJ Injecrable

Ab Abortion

S Sterilization

Indicates that no othexr single contrxaceptive method counsti-
tutes more than 10 percent of total comntraceptive use

Personnel@
U Information unavaillable
@
Activities
I Information
M Motivation
P Prescription (Types of contraceptives provided by specified worker
F Follow-up are listed in parentheses)
U Information unavailable
Inducements
I Incentives paid directly to the acceptor
L Laws facilitating the practice of fawmily planuning
C Coersion

@Categories of workers include: physiciams, paramedicals, lay workers and
commercial vendors. Sub-headings under each category, as these appear in the
tables, are not an exhaustive list of worker types in that country. Lay workers’
salaries, where salaries are received (most lay workers are volunteers), comstitute
only a nominal portion of the workers® total fmcome,
Paramedical workers may be facility based and/or fieldworkers. Generally
the name of the worker gives some indication (i.e. LHV is a lady health visitor - a
fieldworker). Paramedical workers generally have relatively lengthy formal trainingg
lay workers have only nominal training for limited duties.
It should be assumed that all paramedical and lay workers participate
in both information and motivation activities even though these are not
always recorded on the summary sheets. See discuseion of this in opening
paragraphs of this annex.
In the "activicties” category the "X in the body of the table indicates
the date or time perfod during which the specified worker was First used im the
family planning program.



SUMMARY SHEET: INDIA
Pre- 1950's 1960's 1970's
1950 Early Mid Late Early Mid Late Early Mid Late
Development
Activity, Policy, and X X(1950)
Program by Year of Action G(1951)
PS(1952)
Organization
Governing Body MOH MOH MOR
Program Class; (Facilities) +(U) K(S .MOH) +(S,MO0H)
Approaches C cM 0 I
Contraceptives
Most Accepted Method T T S S 10D S S S
2nd Most Accepted Method - - T T S 1UD IUD IUD
Personnel and Activities - v
Physician: 1,P,F X
Paramedical: P,F; (0,C,IUD) X
Inducements I,L C
Sources: 1,2,3,5,7,8,9,28,44,45,46,98

-2"6..
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" SUMMARY SHEET: SINGAPORE

Pre- 1950's 1960's 1970's
1950 Early Mid Late Early Mid Late Early Mid Late
Development
Activity, Policy, and X G (1950) P(1959) $(1965)
Program by Year of Action
Organization
Governing Body MOH
Program Class; (Facilities) +(0)
Approaches ) c 0
Contraceptives
1
Most Accepted Method 0 o 0 0 e
2nd Most Accepted Method 10D Adb S Ab .
Personnel and Activities
Physician: I,P,F X
Paramedical: U X
Volunteer: U X
Inducements 1 L L

Sources: 2,15,21,28,53,59,60,61,63,98 -



SUMMARY SHEET: PAKISTAN

Pre- 1950°s 1960°s 1970°0

1950 Early Mid Late Eerly NMid Loke Barly 4 Laga

Development

Activity, Policy, and X(1947) G(1952) S(19260)% P(1965)* P(L970)%
Program by Year of Action

Oxrganization

Governing Body MO A
Program Class; (Facilities) K(S,MOH) g{u)
Approaches C,0 0 I
Congraceptives
0
Most Accepted Methed IUD 1UD R 1D 0 N
2nd Most Accepted Method s S § 8 XUD .

Personnel and Activities

Physiclan: P, X
Paramedicals L ,M,P,Fs pi4
(0,C, IUD)
LFPV: L M, P,F; X
(0,C,IUD)
WY I M,P,F; XS
(0,C,IUD)
Wwe I M,P,P3 X
{0,C,IUB) '
Coc=zreinl Vondors: P,P;(0,C) X
Indueconto

Seureaos  2,8,9,15,28, 31,50,82,92,¢7, 77 L0



SUMMARY SHEET: BANGLADESH
Pre- 1950's 1960's 1970's
1950 Early Mid Late Early Mid Late Early Mid Late
Develoééent
Activity, Policy, and X(1947 G(1952) S*(1960) P%*(1965) PS(1973) %%

Program by Year of Action

Organization

Governing Body
Program Class; (Facilities)

Approaches

Contraceptives

Most Accepted Method
2nd Most Accepted Method

Personnel and Activitiea+

Physician: I,P,F
Paramedical: 1 ,M,P,F;
(0,C,1UD)
LFPV: I ,M,P,F;
(0,C,IUD)
LHV: 1I,M,P,F;
(0,C,1IUD)

Dais:

Inducements

Sources: 2,8,9,15,28,32,82,83,84,92,98

* Other Paramedical Personnel:
and FPA (Family Planning Assistant.

MOH
K(S,MOH)
c,0
LUD 1UD IUD
S S S
X
X
X
X

A[policy} ;> MOH I-?rogtan]
+ (S,MOH)

FWW (Family Welfare Worker), FWV (Family Welfare Visitor), FWA (Family Welfare Assisteant),
FWW and FWV are paramedical workers at Thana and Union levels; FWA is a multipur-

pose village worker; FPA coordinates family planning activities of FWA and FWV at Union level. FWW is responsible to
the health division of the MOH and all others are responsible to the family planning and population control division.
Each of these categories of workers are post-independence workers (i.e. post 1971).
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SUMMARY SHEET: REPUBLIC OF KOREA

Pre-  1950's 1960's

1970's

1950 Early Mid " Late Early Mid

Late

Early Mid Late

Development A

Activity, Policy, and GXPS
Program by Year of Action (1961)

Organization

Governing Body : MOH
Program Class; (Facilities) K(MOH)

Approaches C 0

Contraceptives

Most Accepted Method 1UD IUD
2nd Most Accepted Method - S

Personnel and Activities

Physician: 1,P,F
Paramedical: P,F; (0,C,IUD)
-Family Planning Nurse: U
Fieldworkers: I,M,P,F
Multipurpose: Family
Planning (I,M,P,F),
_MCH, Tuberculosis
Control

P

Inducements L 1

Sources: 1,2,3,8,21,28,57,73,98,100,101 .

5
5
-LG-



SUMMARY SHEET: EGYPT

aesn

Pre- 1950's 1960's 1970's
1950 Early Mid Late Early Mid Late Early Mid Late
Development
Activity, Policy, and G(1955) X(1957) P(1962) sS(1965)
Program by Year of Action
Organization
Governing Body A A [pol;lcﬂ .!Dn[;)rogrnq
Program Class; (Facilities) K (MOH) +(M0H)
Approaches C I
Contraceptives
Most Accepted Method Y 0 10D o
2nd Most Accepted Method D 10D IiD O 10D
Personnel and Activities
Physician: 1I,P,F X
Paramedical: I,P,F; (0,C) X
Commercial Vendor: P; (0,C) X
L

Inducements

Sources: 2,4,10,11,13



SUMMARY SHEET: FIJI

Pre- 1950°s 1960's 1970°s

1950 Eaxly Mid Late Early Mid Late Baxly Mid Lata

Development

Activity, Policy, and SP(1962)
Program by Year of Action

Organization

Governing Body U
Program Class; (Facilities) uy)
Approaches C
Contraceptives

Most Accepted Method
2nd Most Accepted Methed

Personnel and Activities

Physician: I,2,F
Paramedical s

Inducements

Sourcen: 9,13

066D



SUMMARY SHEET: IRAN

Pre- 1950's 1960's 1970's
1950 Early Mid Late Early Mid Late Early Mid Late
Development
Activity, Policy, and G(1953) X(1957) P(1963) $(1967)
Program by Year of Action
. Oféanization
Governing Body MOH MOH
Program Class; (Facilities) K (S,MOH) +(MOH)
Approcaches 1 c,0 cM
Contraceptives .
Most Accepted Method o 0 0 =
2nd Most Accepted Method IUD 1UD IUD ‘.’
Personnel and Activities
Physician: I,P,F X
Paramedical: I,M,P,F, (0,IUD) X

Pieldworkers: M,F,
referral (may distribute 0)

Inducements

Sources:

2,9,28,86,87,98,100,101



SUMMARY SHEET: o) AYSTA (PENNISULAR)

Pre- 1950°s 1260°s 1970°c

1950 Eaxrly Mid Late Early Mid Late Early Mid Laga

Development

Activity, Policy, and G(1962) PS(1964)
Program by Year of Action

Organization

Geverning Body A
Program Class; (Facilities) K(S,MOH) +{U)

Approaches c cM,I,0

Contraceptives

Most Accepted Method
2nd Mosit Accepted Method IUD

(o]

[ W]
o
(=)

- 10T -

Personnel and Activities

Physicilan: XI,P,F X
Paramedical: P,F; (0,C,IUD,S)
Traditional Midwife: P,F X

Inducenents

Sources: 1,2,3,9,21,28,54,55,56,69,98,100,101,107



SUMMARY SHEET:

1960's 1970's
Late Barly Mid Late Early Mid Late
Development
G(1964) X(1968)
Activity, Policy, and P(1965)
Program by Year of Action $(1966)
Organization
Governing Body MOH
Program Class; (Facilities) K(S,MOH) + (actually remains C)
Approaches
Cc 0,I
Contraceptives
Most Accepted Method IUD IUD 10D IUD 10D 0
2nd Most Accepted Method - o 0 0 o IUD
Personnel and Activities
Physician: 1I,P,F X
Paramedical: P,F;(0,C,IUD) X
Traditional Midwife: P,F X
Inducements L L L

Sources: 2,3,22,23,24,98,100

- 201 -



SUMMARY SHEET: BARBADOS

Pre- 1950°s 1960°'s 1370°%a

1950 Barly HMdd Lace Early WMid Laga Boely Mid Late

Development

Activiey, Policy, and G(1952) x(1955) P{1963)
Program by Year of Action

Organization

Governing Body A
Toscrin Class; (Facilities) K (S,¥0H)

Approaches C

Contraceptives

Moot Accepted Method 0 (o) ) )
2nd Yoge Accepted Method WD TUD a0 IUD

Pergenncl and Activicles

Physiclans LB,

Perancdieals PR
Nurse=tRdive
Nuroe
Plolésorkor

PR

Teduectsags

Seurecos 1,2,3,15,19,26

=N g@ﬁ\t =



SUMMARY SHEET: MAURITIUS

Pre- 1950's 1960's 1970's
1950 Early Mid Late Early Mid Late Early Mid Late
Development
Activity, Policy, and G(1964) $(1970)
Program by Year of Action X(1950) P(1966)
Organization
Governing Body U
Program Class; (Facilities) u(o)
Approaches -C 0
Contraceptives
Most Accepted Method o o 0 o
2nd ‘Most Accepted Method - - - -
Personnél andaActivitiea
Physician: I,P,F X
Paramedical: P,F; (0,C,IUD) x
X

lay: M

Inducements

Sources: 1,2,3,5,9,15,20,102

- %01 ~



SUIGIARY SHEET: NBPAL

Pro= 1950°%0 1960°'c 1970°c
1950 Bogly B tage Borly Hid Loga Borly 44 Laga
Development
Activity, Poliecy, and £(1958) CPS
Program by Year of Actiom (3965)
Organization
Governing Body A (but as unit of LDR) « }OH
Program Class; (Facilitieo) R{M0H) +(}08)
Approacheg C r,0 )
Contraceptives ;
Most Accepted Method LUD o) ) ) §
2nd Most Accepted Methed 0 S S S ﬁ
Personnel and Activitdeo
Physicians I,P,R Y4
Paramedicals P,P3(0,C,IUD) pid
Cosercial Vendoro: P,Pg(0,C) ¢
L L

Inducerents

Souvrceg: 1,2,3,15,89,90,98



SUMMARY SHEET:

SRI LANKA

Pre- 1950's 1960's 1970's
1950 Early Mid Late Early Mid Late Barly Mid Late
Development
Activity, Policy, and X(1953) G(1958) PS(1965)
Program by Year of Action
Organization
Governing Body U
Program Class; (Facilities) u(v)
Approaches cM,C,0 1
Contraceptives '
Most Accepted Method IUD IuD 0 §
2nd Most Accepted Method s o IUD ;
Personnel and Activities
Physician: 1,P,F X
Paramedical: I,P,F; (0,C,IUD) X
L

Inducements

Sources: 2,3,15,17,20,28,47,50,68.70,95



SUMMARY SHEET: TURKEY

Pre~ 1950°g 1260°s 19706°g
1950 Early Hid Lake Bexrly Mid Late Borly U8 Lagao
Development
Activity, Policy, and G(1961) P(1965)
Program by Year of Actiom X(1963) $(1965) P(1973)
Orpanization
Governing Body KO8
Prograc Class; (Facilicieg) K(X%08) +(08)
Approacheg - &, € 1,0
Contraceptiveg .
Most Accepted Methed 10D Iun UD Eg
2nd Moot Accepted Methed 0 © o
Pergonnecl amd Acgivicileo
Physiecion: LI,P, 7 X
Paracedicals P,F3(0,C,IUD) %
AN s LT M,P,F;(0,C,IUD) I
Co—=2reial Vendors: X

Inducaments

P e R

Soureen: 1,2,15,21,28,58,93,94,75 L0 26



SUMMARY SHEET: KENYA

Development

Activity, Policy, and
Program by Year of Action

Pre- 1950's 1960's 1970's
1950 Early Mid Late Early Mid Late Rarly Mid Late
X(1950) P(1965) S(1968)

Organization

Governing Body
Program Class; (Facilities)

Approaches

Contraceptives

Most Accepted Method
2nd Most Accepted Method

Personnel and Activities

Physician:

I
Paramedical: P,

,P,F
F;(

0,C,IUD)

Inducements

Sources:

2,3,6,18,19,98,100

+(M0H)

c,ou

o
o
~ 80T -



SUMMARY SHEET: JAMAICA

Pre- 1950°s 1960°s 1970°s
1950 Early HMid Late Early Mid Lage Early Hid Lage
Development
Activity, Policy, and
Program by Year of Action X PS(1966)
Organization
Governing Body MOR
Program Class; (Facilities) R(MOH) +{¥0H}
Approacnes C 0,1
Contraceptives .
Most Accepted Method uD 4] o) 4] é
2nd Most Accepted Method 0 IuD YUp LU .
Personnel amndé Accivitieg
Physiclan: I,P.F bid
Paramedical: P,F;(0,C,IUD)
Coummunity Health Ailde: I M X
Volunteer: U X
Inducements

Sources: 1,2,4,21,31,34,35,100



SUMMARY SHEET: DOMINICAN REPUBLIC

= 011 -

Pre- 1950's 1960's 1970's
1950 Early Mid Late Early Mid Late Barly Mid Late
Development
Activity, Policy, and X(1960) X(1964) P(1967)
Program by Year of Action 5(1968) S(1968)
Orpanization
Governing Body A
Program Class; (Facilities) K(S,MOR) +(U)
Approaches c ()
Contraceptives
Most Accepted Method 0 4] o
2nd Most Accepted Method IUD TUD (IUD)
Personnel and Activities
Physician: 1,P,F X
Paramedical: O,M,P,P;(0,C,IUD) X
Lay: I, Referral,P,F;(0,C,IUD) E,m ()
X X

Inducements

Sources: 2,8,28,29,80,81,98



Development

Activity, Policy, and
Program by Year of Actiom

Organization

Governing Body
Program Class; (Facilities)

Approaches

Congraceptives

Most Accepted Method
2nd Most Accepted Method

Personnel and Actilvities

I,P,P
1,7

Physiclams
Paramedical s

Seureco: 2,38,39

SUMMARY SHEET:

TRINIDAD-TOBAGO

Pre- 1950°'s 1960's 1979°s
1950 Early Mid Late Early Mid Late Early Hid Late
GPS
X(1956) (1967)
MOH
u(u)
c
0
o o
IUD =
0
X
X



SUMMARY SHEET: INDONES IA

Pre- 1950's

i960's

1974°s

e b < 3. R

1950 Early Mid Late

Early Mid Lata

e e 8 S g e O Pt

Development

Activity, Policy, and
Program by Year of Action

Organization

Governing Body
Program Class; (Pacilities)

Approaches

Contraceptives

Most Accepted Methed
2nd Most Accepted Method

Personnel and Activities

Physician: i,?P,F
Paramedical: F,F; (0,C,IUD)
Traditional Healers: I, M, F
Lay: P,F
Motivators: I,M

Inducements

Sources: 2’8’ 15» 28:‘.89699 52998:100) 107

C{1966) P3{1968}

Earlw xid Lace

(@]

m
o
Al O Sy



SULMARY SHEKT: KOROCCO
Pro= 1950's 3960°c 1970°c
1950 Bogly  Hid j¥alie] Rorly  Mid Laee Eﬁly Mdd Loga
Development
Activity, Policy, amnd G(1966) PS(1968) 2{1970)
Program by Year of Actiom
Organization
Governing Body R0
Program Class; (Pacilitiaec) < (IR0H)
Apzzoacaes c
Contraceptives
Yoot Accepted Mathed JACR; ) o
2ad Most Ascovted Mathed 0 LUD TUD
Pergomel cod Actlvitdco
Physiclans N X
Lrneoerlonhg TP R
Induccmento

Sourceg: 2,3,4,35,23,77 07




SUMMARY SHEET: REPUBLIC OF CHINA

Pre- 1950's 1960's 1970°'s

1950 Early Mid Late Barly Mid Late Barly Mid Late

Development

Activity, Policy, and X(1958) P(1969)
Program by Year of Action G(1959)

Organization

Governing Body MOH
Program Class; (Facilities) o

Approaches C 0 I

Contraceptives

Most Accepted Method IUD IuD IUD
2nd Most Accepted Method 0 o] 0o

= 911 -

Personnel and Activities

Physician: I,P,F X
Paramedical: P,F;(0,C) X
Lay: I, Referral X
(Pre-pregnancy Workers)
(Village Health Educators)

Inducements L

Sources: 2,3,8,15,21,28,53,60,75,98,100,101



SUMMARY SHEET: GCHANA

Pre- 1950's 1960's 1970's

1950 Early Mid Late Early Mid Late Early Mid Late

Development

Activity, Policy, and X(1964) P(1969) S(1979)
Program by Year_ of Action G(1966)

-

Organization

Governing Body A
Program Class; (Facilities) K(MOH)

Approaches o ; C 0 I

Contraceptives

Most Accepted Method IUD ) 0
2nd Most Accepted Method 4]

Persoﬁnel and Activities

D

Physician: I,P,F
Paramedical: M,P,F

Lay: M,P,F. s - e
Volunteer: I

b b4 b4 M4

Inducements L

Sources: 2, 6,8,9,15,16,28,98

- §1T -



Develogment

Activity, Policy, and
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Fi.~thermore, the govermment is trying to raise quality through
in sei /ice training. All junior high teachers spend one month a yeaxr
(July) on inservice trs;ining, which includes pedagogy, psychology, and
subject content study. In addition to this month of concentration, there
are school level, grade level, and subject area meetings of teachers

during the academic year (Leimer 1975, p. 105).

These problems and proposed solutions indicate that vhilg the
achievements of the Cuban educational efforts have been remarkable,
particularly in adult education and the rapid expansion of primary and
secondary school and the extemsion of schooling into rural areas, such
education expansion — even in a socie:y.as couniéted to education as
Cuba — 1s fraught with difficulty in countries where the availability
of highly-trained teaching personnel is limited by the conditions of
underdevelopment vhich preceded the Revolution. The shortage of educational
personnel also reflects the overall shortage of skilled labor in the
economy, and the shortage af adequate facilities in the schools reflects
the overall material goods shortages in the Cuban economy. Furthermore,
as the figures indicate, onme of the principal reasons that there are great
difficulties in providing schooling in Cuba 13 the Revolution's commitment
to rural areas, areas where the population is thinly spread, transportationm .
not particularly well-developed, and a deeply ingrained culture of traditiopal
values inherited from the pre-Revolutionary social and economic structure.

Castro summarized the situation {n the following way:

We face a really special situatiom in the coming years. Why?
Because we are living through a transitional situation. We
still don't have the new man and we no longer have the old one.
The nev man doesn't exist yet (Castro 1972).
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